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REAUTHORIZATION OF THE AGENCY FOR 
HEALTH CARE POLICY AND RESEARCH 


THURSDAY, APRIL 29, 1999 

House of Representatives, 

Committee on Commerce, 
Subcommittee on Health and Environment, 

Washington, DC. 

The subcommittee met, pursuant to notice, at 10 a.m., in room 
2322, Rayburn House Office Building, Hon. Michael Bilirakis 
(chairman) presiding. 

Members present: Representatives Bilirakis, Deal, Ganske, 
Cubin, Bryant, Brown, Deutsch, Green, Barrett, Capps, and Eshoo. 

Staff present: J ason Lee, majority counsel; Thomas Giles, major- 
ity counsel; Penn Crawford, clerk; John Ford, minority counsel, 
Karen Folk, minority professional staff. 

Mr. Bilirakis. The hearing will come to order. 

Good morning. I now call to order this hearing on reauthorization 
of the Agency for Health Care Policy and Research. Today we will 
hear testimony from the administrator of the agency as well as ex- 
perts from both the public and private sectors. I would like to 
thank all of our witnesses for their willingness to testify on such 
short notice and for the cooperation of the ranking member, Mr. 
Brown, and the minority staff in helping us prepare for this hear- 
ing. 

Working on a bipartisan basis, I am hopeful that we can pass 
legislation to reauthorize the agency this year. This agency serves 
a critical function in efforts to improve the quality of health care 
in our Nation. It directly funds the collection and analyses of crit- 
ical health data needed by Congress to make sound decisions on 
health care access, quality and cost effectiveness issues. And equal- 
ly important, it provides technical assistance to private sector orga- 
nizations that seek its expertise to support their initiatives. 

I would note that one of our witnesses today played a key role 
in the agency's creation. As minority counsel of the Ways and 
Means Health subcommittee. Chip Kahn spearheaded the legisla- 
tive effort to establish this agency through the Omnibus Budget 
Reconciliation Act of 1989. 

And I want to extend a special welcome to Dr. Mahan, dean of 
the College of Public Health at the University of South Florida in 
Tampa. He is also the director of the Lawton and Rhea Chiles Cen- 
ter for Healthy Mothers and Babies. Dr. Mahan will describe the 
Chiles Center's efforts to overcome barriers to access to preventive 
health care through a public-private partnership. He will also ex- 
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plain the potential role of the Agency for Health Care Policy and 
Research in achieving that objective. 

Again I want to thank all of our witnesses for their time and ef- 
fort in joining us. I look forward to their testimony on how reau- 
thorization of this agency can improve the quality of health care 
nationwide and would now yield to M r. Brown. 

Mr. Brown. Thank you, Mr. Chairman, and special thanks to 
j ohn Eisenberg and our other distinguished panelists. Tapping into 
an expanding agency, AHCPR, is an opportunity to do something 
legislatively that is unequivocally positive for the future of health 
care in this country. Success or failure of health care financing and 
delivery hinges on three variables, access, quality and cost. These 
variables are obviously interdependent. 

Optimizing access and quality is a process of spending limited 
dollars in ways that reaches as many people as possible with the 
most effective, efficient care as possible. The work that AHCPR 
does is fundamental to this process. It is the agency that evaluates 
the current systems so that we can improve it. With health care 
dollars as scarce as they are, this is a crucially important role. 
AHCPR conducts and supports health services research and com- 
municates the results of that research to the health care commu- 
nity and to the public. 

It sounds dry, but it translates into tangible improvements into 
public health, fewer wasted dollars in policy changes grounded in 
knowledge rather than simply wishful thinking. Through initiatives 
such as Friendly Access, which Dr. Mahan will discuss, AHCPR 
also helps the Nation expand its reach to deliver care to 
disenfranchised populations. 

We know that an estimated 2 to 3 million children eligible for 
Medicaid coverage have not been enrolled in the program. These 
children fell through the cracks. AHCPR's research and collabora- 
tions like Friendly Access, that help us get care to these children 
and our hard-to-reach populations, are a solid investment for the 
Nation. I am pleased to be working with the chairman on legisla- 
tion to reauthorize AHCPR and look forward to hearing from our 
witnesses this morning. 

Mr. Bilirakis. I thank the gentleman. The gentleman from Ten- 
nessee, Mr. Bryant. 

Mr. Bryant. Thank you, Mr. Chairman. I have no formal state- 
ment, but I do want to thank both you and the ranking member 
Brown for the work you have done in this, and I understand that 
you will be introducing a bill reauthorizing the Agency for Health 
Care Policy and Research. There will be a companion bill filed in 
the Senate by my colleague from Tennessee, Senator Frist. 

I do have other commitments, as all members do; and I look for- 
ward to hearing the testimony of the panel here. If I am not here 
reviewing their testimony, I might lay out— I understand that 
there is an increase in your budget of $250 million, and certainly 
it would be welcome if you could explain the needs that are there— 
the justification for this increase— and certainly I will review that. 
I have some understanding of why, but, again, for the record I 
would appreciate, in my absence, if you would answer that ques- 
tion. 
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Again, I thank the distinguished panelists that are coming, and 
again thank our chairman and ranking member. 

Mr. Bilirakis. Thank you. There appear not to be any other 
opening statements from the members of the subcommittee. They 
will be made a part of the record with unanimous consent. 
[Additional statements submitted for the record follow:] 

Prepared Statement of Hon. Tom Bliley, Chairman, Committee on Commerce 

Mr. Chairman, thank you for calling this hearing today. I am pleased to see so 
many distinguished leaders in health policy before us to share their views on the 
value of the Agency for Health Care Policy and Research, commonly referred to as 
AHCPR. It was a decade ago that Congress created this Agency to enhance the 
quality, appropriateness, and effectiveness of health care services and access to care. 

AHCPR plays a vital role in empowering consumers with the objective information 
they need to make informed health care purchasing decisions. Informed consumers 
are what drives the private market to provide quality services and products. The 
role of AHCPR as a nonpartisan agency able to provide evidence-based science to 
the market place is an invaluable resource from which all Americans will benefit. 

We take great interest in what AHCPR has to say about the best practices in 
medicine, and want to ensure that any legislation that moves through this Com- 
mittee reflects the latest advances in science and medicine. In the prevention and 
early diagnosis of breast cancer, an area this Committee has given a great amount 
of work and attention, AHCPR recommended that both physicians and their pa- 
tients receive written notification of the results of mammograms from the facilities 
performing them. When it came time to reauthorize the Mammography Quality 
Standards Act last year, we put the AHCPR recommendation into law. As of yester- 
day, all women will receive letters, or e-mail notices about test results as soon as 
possible, and are encouraged to follow-up with their physicians for conditions that 
cannot be detected by mammography. 

This Committee excels in reviewing public laws within its jurisdiction in light of 
advances such as electronic commerce. The Committee's approach to AHCPR dem- 
onstrates as well. We plan to seek authorizing legislation that would give the agen- 
cy more direction in using new technologies including electronic commerce to en- 
hance the latest medical breakthroughs in the public and private sectors, to help 
ensure that patients receive high quality, effective and appropriate care. 

Once again Mr. Chairman, I applaud you for holding a hearing on the reauthor- 
ization of AHCPR. I look forward to hearing from our distinguished panelists. 


Prepared Statement of Hon. Gene Green, a Representative in Congress from 

THE State of Texas 

Thank you for scheduling today's hearing on the reauthorization of the Agency for 
Health Care Policy and Research. I believe their research efforts to improve the 
standards for care will be critical as this Committee and Congress moves forward 
with reforming different parts of the health care system. 

I hope today's hearing will lead to legislation that will update and strengthen the 
agency's core mission. Not only should the agency retain its research and 
grantmaking focus to improve knowledge about health quality and practices, but we 
must improve its role and ability to disseminate information to health care pro- 
viders as well. 

The value of the research will only be as great as the number of providers who 
know about it and can apply those results in the examination and treatment rooms 
of America's doctors offices and hospitals. 

Clearly, there is a great potential upside to having an agency solely dedicated to 
improving and updating the "best practices" standards for care. However, I think 
it is even more important to recognize that these developed and widely accepted 
standards must serve as a model or a guide— not an inflexible rule. 

One thing I have learned about health care during my brief tenure on the Health 
and Environment Subcommittee is that there is no such thing as always or never. 
All health care providers must have some basic flexibility to model the care of a par- 
ticular patient to the needs of that patient. 

I believe we have an opportunity to substantially improve the quality of health 
care by strengthening the agency to serve as a valuable resource and guide to doc- 
tors who can then apply the research results to the individual needs of their pa- 
tients. 
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Again, thank you for scheduling today's hearing. I look forward to hearing from 
the distinguished witnesses. 


Prepared Statement of Hon. Anna Eshoo, a Representative in Congress from 

THE State of California 


Thank you Mr. Chairman. 

There are few things that American people care about more than good, quality 
health care. 

People need to feel confident that they are getting the best medical care available 
by the most knowledgeable, competent professionals. 

The Agency for Health Care Policy and Research (AHCPR) helps to ensure that 
they do. 

We've seen it time and again. 

Because of AHCPR research, certain pneumonia patients can now be treated in 
the comfort of their own homes. 

AHCPR research has significantly reduced complications from diabetes. 

AHCPR research has improved diagnosis of chest pain, resulting in fewer heart 
attack patients going undiagnosed and a whopping 55% reduction in hospital admis- 
sion rates. 

We are fortunate to live in a country where medical innovation is a given. AHCPR 
is a critical part of the development and application of these innovations to create 
the highest quality health care system in the world. 

Thank you Mr. Chairman. I look forward to hearing from the witnesses. 

Mr. Bilirakis. Dr. Eisenberg, would you come forward. The good 
doctor is the administrator of AHCPR located in Rockville, Mary- 
land. Your written statement is already a part of the record. We 
would appreciate your supplementing it. We will set the clock at 
10 minutes. 

STATEMENT OF J OHN M. EISENBERG, ADMINISTRATOR, 
AGENCY FOR HEALTH CARE POLICY AND RESEARCH 

Mr. Eisenberg. Thank you, Mr. Chairman. Thank you for ena- 
bling us to come and talk to you about the reauthorization of the 
Agency for Health Care Policy and Research. This is our 10th anni- 
versary year for AHCPR, and in those 10 years the agency has ma- 
tured, I think; and our approach to our plan and our approach to 
our responsibilities has evolved. 

If I were to summarize the entire testimony in one sentence, I 
would say that we are a science partner and that we work in col- 
laboration with the public and private sector to build the science, 
the knowledge and information that is going to help improve ac- 
cess, the quality and cost of care, and the functioning of the health 
care system in the United States. 

Because my written testimony outlines the details of the agency's 
activities, I would like to focus on four goals. One of them is to put 
our research and our goals into the context of what is going on in 
health care in our country; the second one is to discuss the agency's 
role in health care quality; third, outline an example of one new 
approach to getting health care research done and translating it 
into practice; finally, to share some observations on what the ap- 
propriate role of our agency might be in the future. 

Let me start by talking about how our research fits into the con- 
text of health research in general. There is a broad continuum of 
health research, and we need a balanced portfolio from the most 
fundamental research to health services research. The kind of re- 
search that we support, health services research, is a companion to 
the biomedical research agenda. 
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Biomedical research in general focuses on mechanisms of disease, 
including basic science. It focuses on clinical interventions to un- 
derstand how well we can translate those understandings of basic 
mechanisms of disease into interventions, prevention and treat- 
ment and often uses a clinical trial, which is an idealized setting, 
to test whether these interventions can work. 

We need to collaborate with our basic science colleagues to be 
sure when the basic science advances are made that we can go the 
next step; that we can assure patients and the Nation that it reaps 
the full rewards of that basic science investment in four ways: first, 
to develop the scientific evidence about when those interventions 
work best in daily practice; second, to identify the types of patients 
for whom those interventions work— treatments or preventive or di- 
agnostic services— third, to compare their effectiveness and their 
cost effectiveness with existing practices; and last, to translate 
those research findings into improved patient care. 

This research has already started to have an effect on the way 
people in America get their health care. For example, urologists in 
the United States worked with researchers we had funded to de- 
velop some new ways in which men who have enlarged prostates 
could make decisions about their surgery. This research helped the 
clinicians working with these men to take into account the men's 
assessment of their function, more than just physiologic assess- 
ment, but what it meant to them as individuals, what their health 
status was, what the likelihood was of the risk of surgery, what the 
likelihood was of a benefit from surgery. 

The early results of that study, having been translated already 
into practice, show that men are getting less surgery when they 
use the results of this research, but that they are more satisfied 
and that the costs are down. It is a wonderful example of better 
quality care costing less. 

We have also funded research in the area of clinical prevention 
that has started to make a difference, like the assessment of the 
effectiveness of different kinds of pap testing or studies on diag- 
nosing attention deficit disorder in children. We support the U.S. 
Preventive Services Task Force's activities as a way of translating 
those advances in prevention through the Prevention Into Practice 
Program. 

In a nutshell, what we are trying to do is to help the practice 
of health care catch up with the science of health care. In addition 
to the clinical focus that I have been emphasizing, the clinical focus 
on outcomes or the effectiveness or the quality of health care, our 
research also helps to develop and translate scientific knowledge 
about the most efficient and effective ways of organizing and fi- 
nancing the care and delivering care to people. 

One of the ways that we do this is by supporting a major survey 
called the Medical Expenditure Panel Survey which provides the 
only nationally representative data on expenditures and the serv- 
ices that people get, including their insurance coverage as well as 
thei r out-of-pocket costs. 

These data are already being widely used in the public and pri- 
vate sector from think tanks like the Fleritage Foundation to CBO. 
We are seeing people recognizing this data base as one of the best 
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that the country has to understand what is happening in the deliv- 
ery of health care in this country. 

Anchored to the work that we do, in many ways is the comment 
that Mr. Brown made in his opening statement, when we think 
about our major emphases, we think about three topics: one is the 
outcome of medical care, one is the quality of medical care, and one 
is the cost and use and access to medical care. 

We believe that good research can help to inform those topics by 
helping us to understand what works best, under what cir- 
cumstances, with what kind of patients, and determining how it 
compares with existing alternatives. 

If we can answer those questions, then it is going to be possible 
for the practice of health care to catch up with the science of health 
care. 

When we think about who is going to use this information, who 
are our customers, we think about three groups. We think about 
people who need research to make clinical decisions: doctors, 
nurses and other professionals who need the best evidence avail- 
able to guide informed decisions. 

We also think about public policymakers like you who need bet- 
ter evidence to drive the decisions that they make, and then we 
think about a third group, and those are the people who work in 
large systems. They may be people in plans or purchasers of care, 
but they are people who need the kinds of evidence that we can de- 
liver to help them make better decisions so they can get better 
quality for less cost. 

Mr. Chairman, we think the entire spectrum of health services 
research can contribute to this goal to improve the quality of health 
care. As a clinician, I think about the challenge that faced me be- 
fore I came to the agency in taking care of individual patients who 
came into the exam room. About every patient I would ask am I 
doing it in the right way and for the right person, and at the right 
time. 

I was seeing patients, and like every clinician, there were in- 
stances when some question would come up and I would ask my- 
self, is it that I don't know what is known, or is it that nothing 
is known. Whichever of those two questions a clinician asks, our 
agency can help answer each of those questions. For those in which 
the answer is we really don't know; we don't know at all what the 
answer is to your question. Doctor, we think that our agency's re- 
search can help to build that knowledge base, to close that gap be- 
tween what we need to know and what we know. In addition to 
that, we can close the gap between what we know and what we do. 
Those are the gaps that we think are so important for our agency 
to close. 

But it is not just clinical questions that our research can answer. 
It is nonclinical questions as well. For example, what happens 
when we offer diff^erent kinds of incentives to clinicians? Flow do 
they respond? Flow do patients respond when they have different 
kinds of financial incentives or services that are available to them? 
Flow do we make decisions on what kinds of services that we are 
going to offer? 

Those are questions that we are asking and our researchers are 
answering. Consistent with the Senate's reauthorization language. 
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we think that we can provide information to the country about how 
we are doing as a Nation, whether the health care that we are pro- 
viding is getting better, worse, or more specifically, in which re- 
gions of the country is it getting better or worse, and what can we 
do about it. 

Let me tell you a story about one specific project that we do 
which I think depicts the whole pipeline of research that we are 
concerned about, all of the way from getting new knowledge and 
tools to translating it into practice. It is something we call the Con- 
sumer Assessment of Health Plan Survey or CAHPS. 

This is a survey that came out about a year ago in its first 
iteration. It is available to plans and purchasers so they can collect 
and compare information on health plans, compare them, and 
make decisions about which ones they would choose. Or if you are 
a plan, determine how you rank compared to other plans. 

The story of CAHPS is the story of our working in partnership 
with our customers, asking them what they want and need, deliv- 
ering that and seeing what impact it has. 

So about 4 years ago, we listened to people who make decisions 
about health care plans and we said, what do you need to know 
that you don't currently know about making these decisions. 

In a very careful way, we analyzed what needed to be known, 
what was available, and where the gaps were. We then developed 
grants and contracts to organizations outside the agency, including 
some of the best minds in the country, from Harvard School of Pub- 
lic Health, the Research Triangle Institute in North Carolina, and 
the Rand Corporation in Los Angeles. We asked them to work to- 
gether as a team, not separate investigators, but together as a 
team to develop this survey, this tool, this way of finding out how 
you can compare plans. They came back to us with a sample. We 
tested it. We evaluated it. 

We then made that available to the public, and within a year we 
now can brag that we have Medicare using it, NCQA, which is the 
National Committee for Quality Assurance, the Office of Personnel 
Management, 22 States in their Medicaid plans, and a large num- 
ber of private corporations that are using it. 

When we add up the number of people who can compare their 
plans based on how they do in terms of performance for consumers, 
there are over 90 million Americans who have more information 
than they had before. They can now make a decision among the 
plans available to them based on real evidence rather than just 
gossip or anecdote. 

Let me conclude by making five quick observations about the re- 
authorization that is in front of us and the reauthorization which 
the Senate HELP Committee has moved on. 

The first is that we believe that our agency must remain a cred- 
ible scientific research agency, and the Senate language helps us 
to do that. The provisions in that language that help us to govern 
scientific review of our research are critical. We use the same sys- 
tem of scientific peer review that our colleagues at the NIH use, 
which helps us to assure that the funds we have to support re- 
search are going to scientific excellence. About two-thirds of our 
funding goes in grants and contracts to researchers around the 
country, and we 
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think they are the most talented people that our Nation has to 
offer. 

The second point is that we think that it is clear that the agen- 
cy's research needs to help inform decisions at the clinical, system, 
and policy levels, but we don't make policy. For that reason, we are 
comfortable with the idea of taking "policy" out of the name of the 
agency because it really has led to confusion to some who think 
that we make policy decisions rather than help inform policy re- 
searches. 

The Senate Health Committee deleted the word "policy", added 
the word "quality" to the agency's name, which we think is both 
symbolically important and practically important in helping people 
understand us. 

Third, we believe that our agency should not be a standard-set- 
ting agency. We should support the research that others will use 
in establishing standards. We should not be mandating clinical 
practices. We should not be setting individual standards of quality, 
but we should be, as I mentioned before, a science partner. 

The fourth, consistent with the notion of being a "science part- 
ner," is that we need to develop public-private partnerships in 
every aspect of our work. Our budget does not allow us to do any- 
thing other than to have partnerships. We need to leverage the re- 
search that our grantees and our contractors get done in order to 
provide the type of objective information that can make our com- 
petitive health care marketplace function better, and can help the 
people who don't have access to care to get it. When they do get 
access, our research can help ensure that it is high-quality care. 

Finally, we believe that the agency's mission should be amended 
to direct us in the way that the Senate bill does, to develop and 
advance the science of quality measurement and quality improve- 
ment. 

There are a host of other provisions that I would be happy to ad- 
dress now or later. But I principally want to thank you for having 
this hearing and letting us talk but AHCPR's reauthorization. 
Thank you. 

[The prepared statement of J ohn M. Eisenberg follows:] 

Prepared Statement of J ohn M . Eisenberg, Administrator, Agency for 
Health Care Policy and Research 


Introduction 

Mr. Chairman, thank you for giving me the opportunity to address the Sub- 
committee on the programs and activities of the Agency for Heaith Care Poiicy and 
Research (AHCPR). AHCPR's mission is to provide good and objective science-based 
information that wiii improve decision making at aii ieveis— from patients, to dini- 
dans, to heaith care system ieaders, to pubiic and private poiicymakers. AHCPR's 
goai is to ensure in an increasingiy market-based heaith care system that state-of- 
the-science information drives informed decision making. 

AHCPR was estabiished by Congress in 1989 "for the purpose of enhancing the 
quaiity, appropriateness, and effectiveness of heaith care services and access to 
care." Whiie we have met this objective during the past nine years, we recognize 
that heaith care in 1998 is very different from 1989, and the Agency has adjusted 
its agenda and priorities to meet the new chaiienges we face, whiie continuing our 
charge set forth by Congress. Here are our priorities: 

• To conduct and support research on the outcomes and effectiveness of treatments. 

• To ensure that dinidans, patients, heaith care system ieaders, and pdicymakers 

have the information that wiii enhance quaiity of care. 
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• To identify gaps in access to and use of health care services, achieving value for 

the Nation's health care dollar, and helping the market and policymakers find 
ways to address those gaps. 

Research That Helps Patients 

Mr. Chairman, before turning to our programs and the way we conduct our work, 

I want to emphasize that this research has already had a profound effect on the 
quality of care patients receive. After all, that is the bottom line for our Agency: 
improving patient health. A welcome side benefit, for programs over which you have 
jurisdiction such as Medicare and Medicaid, is that these quality improvements, in 
a surprising number of cases, have also led to lower costs and more appropriate use 
of health care resources. For example: 

• Pneumonia. Approximately 450,000 Medicare patients are hospitalized for pneu- 

monia each year. With AFICPR support, one group of researchers developed a 
way for clinicians to determine which patients with pneumonia can be safely 
treated at home. This option avoided hospitalization entirely. Studies of health 
systems that have implemented this decision tool found that it not only reduces 
hospitalization rates (and, consequently. Medicare costs by 26% in one major 
hospital) but also that home treatment is preferred by many patients. 

• Diabetes. A significant advance in diabetes treatment during recent years has 

been the demonstration that tight control of blood sugar, using intensive man- 
agement strategies, reduces the risk of long-term complications from the dis- 
ease. The intensive monitoring and self-care needed to achieve this, however, 
is costly and time-consuming for patients and clinicians alike. AFICPR's spon- 
sored research has helped provide the information that diabetics and their 
health professionals need as they choose the best long-term management strat- 
egy for each individual. For type 1 diabetics, for example, AFICPR-funded re- 
search has shown that using continuous insulin infusion, a newer mode of insu- 
lin delivery, to achieve tighter control can decrease the incidence of ketoacidosis 
and low blood sugar crisis. 

• Heart Attacks. About 1.5 million Americans are admitted to hospitals yearly for 

serious chest pain. Flowever, of those admitted to inpatient cardiac units, only 
30 percent end up with a diagnosis of threatened or confirmed myocardial in- 
farction (Ml). This means that 70 percent undergo an expensive workup before 
they know that they have not had a Ml, which translates to more than $3 bil- 
lion of unnecessary expenditures per year. One group of AFICPR-funded inves- 
tigators has tested the effectiveness of a chest pain observation unit, located 
within a hospital emergency department, for patients experiencing a possible 
Ml. This intervention has revealed some very positive effects: fewer heart at- 
tacks go undiagnosed compared to hospitals with only inpatient observation 
units; fewer patients are mistakenly sent home without being observed; there 
is a 55 percent reduction in hospital admission rates; and there is a 25 percent 
drop in the average length of stay when an exercise electrocardiogram (ECG) 
is added to the evaluation procedure. Savings in total hospital costs are cal- 
culated at $567 per patient. In addition, patients who receive treatment in the 
chest pain units are more satisfied with their care, compared to those actually 
admitted to inpatient cardiac units for observation. 

This research has also had a significant but unexpected impact on the way that 
medical research is conducted and clinical decision making takes place. For exam- 
ple, urologists, working with researchers we funded, found new ways of determining 
which men with enlarged prostates should have surgery. Flealth services research 
shifted the views of clinicians by emphasizing the importance of taking into account 
the patient’s assessment of how the prostatism affected his ability to function, and 
his assessment of the risk of surgery. Our work has broadened the focus for evalu- 
ating the success or outcomes of medical care from only physiologic measures (such 
as urinary track pressure measures) to include important clinical outcomes, such as 
patients' perceptions of, and preferences for, their ability to function after treat- 
ment. This research has provided the foundation for truly informed patient choice 
among alternative clinical treatments and higher patient satisfaction, as patients 
become involved to the extent they want to be in making these choices. Plus, we 
have funded the translation of this research into practice, and we are already seeing 
reduced costs along with better outcomes through partnership with urologists and 
their patients. We are now funding similar research in other fields, such as breast 
cancer and the care of children. 

Quality 

Flealth care quality is very much in the news and a major issue for the Congress. 

I want you to know that our Agency has played a pivotal role in the effort to im- 
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prove the quality of patient care. We have worked closely with all of the major orga- 
nizations committed to improving the quality of patient care, such as the American 
Medical Association (AMA), the Foundation for Accountability (FACCT), the Na- 
tional Committee for Quality Assurance (NCQA), thej oint Committee on Accredita- 
tion of Flealthcare Organizations (JCAFIO), and many others. And we are using 
every aspect of health services research to address the challenges we face. 

But let me start with a basic q uestion: what do we mean when we say "quality?" 
At the most basic level, quality means doing the right thing, at the right time, in 
the right way, for the right person. As someone who recently left clinical medicine, 

I am personally sensitive to the challenge clinicians face every day in knowing what 
the right thing is, when the right time is, and what the right way is. We are using 
our clinical research, often referred to as outcomes and effectiveness research, to ad- 
dress those three questions. And we are undertaking efforts, equally as important, 
to provide clinicians with the information they need most: syntheses of what we al- 
ready know so that they can provide care to their patients that takes into account 
the latest findings. 

We are working to develop better information on the quality implications of the 
way we organize, deliver, and reimburse health care services. We are developing the 
measures and tools that will help us to assess, compare, and improve the quality 
of care in different plans and settings. And we are working to provide you with a 
better sense of how quality is faring over time, much like the "leading economic in- 
dicators" that provide you with a touchstone for how the economy is faring. 

We recognize that our focus on the quality and outcomes of care needs to be 
paired with a focus on issues related to access to that care. And we have a special 
responsibility to address the needs of vulnerable populations, who are most likely 
to face barriers to access. Our research has demonstrated that a growing percentage 
of the population are not offered health insurance: that of those offered health insur- 
ance, a growing number of Americans decline insurance coverage; and that even 
with health insurance, access to quality health care is not assured. And the reasons 
for this lack of access can be surprising and disturbing. For example, the Wash- 
ington Post highlighted on its front page several weeks ago an AFICPR-funded study 
that found that primary care physicians were prepared to recommend very different 
courses of treatment for patients of different races and gender who outlined iden- 
tical symptoms. These physicians recommended referrals for cardiac catherization 
only 60% as often for black patients than white patients, and there was a clear im- 
pact of gender as well. Black women were referred only 40% as often. These results 
are disturbing and suggest that we have a broad array of issues to address in ensur- 
ing access to quality care. 

The Conduct and Planning of our Research. 

Mr. Chairman, let me know turn to how we conduct and plan our research and 
our specific research activities. As you well know, AFICPR is not a regulatory or en- 
forcement agency, but a scientific research agency that sponsors, conducts and 
translates research. We follow the same rigorous evaluation and peer review stand- 
ards for awarding research grants as does the National Institutes of Flealth. Three- 
quarters of AFICPR's research funds are used to support researchers throughout the 
country. 

Since I have been at the Agency, we have been going through an extensive plan- 
ning process. We are consulting our National Advisory Council, seeking input from 
our stakeholders, and welcome advice from the Subcommittee. We hope that the re- 
authorization process will provide an opportunity to gain additional insight from you 
and the other witnesses at this hearing as well as strengthen the relationship be- 
tween AFICPR and this Subcommittee. The planning process has focused our prior- 
ities on four primary customers: clinicians, patients, health care systems leaders, 
and policymakers, each of whom need information to enhance their contribution to 
improve the quality of care in this country. In the rest of my testimony, I will de- 
scribe how we are serving our customers with research on outcomes, quality, cost, 
use, and access. 

Providing Information that Helps Clinicians Provide Better Care and Patients Re- 
ceive Better Care 

I see AFICPR's clinical research as a continuum. First, we build the science base 
by conducting health services research that serves as the foundation for improved 
care. Second, we translate and disseminate the research in a format that can be 
used in clinical practice. Third, we evaluate the translation and dissemination of 
that research to make sure that it has reached the relevant audiences and is used 
appropriately. 
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Measuring Health Outcomes 

First, let me concentrate on how we serve decisionmakers with information on 
outcomes of clinical care. AFICPR’s sponsored research attempts to answer these 
questions for a wide variety of medical conditions and treatments. The findings of 
this research have been translated into useful tools for every day clinical practice. 
For example, AFICPR sponsored research at John Flopkins University developed a 
visual function index— the VF-14— that measures the effects of cataracts on pa- 
tients' ability to perform 14 everyday activities, including reading and driving. The 
index also allows for comparisons of patients' visual function before and after re- 
moval of a cataract. 

The VF-14 index is a sensitive and reliable measure of the impact of cataracts 
on visual function. As a result, it can be used to help determine the value of cata- 
ract surgery for specific patients. In a study of more than 500 patients 4 months 
after cataract removal, changes in patients' ratings of satisfaction with their vision 
correlated more strongly with changes in VF-14 scores than with traditional ways 
of measuring changes in visual acuity. Compared with other outcome measure- 
ments, a changed VF-14 score was also the strongest predictor of changes in pa- 
tients' satisfaction with their vision. 

Another tool developed by AFICPR-supported research should have a great impact 
on the quality of care provided to patients who suffer heart problems. An outcomes 
project funded by AFICPR recently found that many patients with heart attacks do 
not receive thrombolytic therapy (drugs to dissolve clots inside coronary arteries). 
Another research project at the New England Medical Center led to the develop- 
ment of a new tool to care for patients having a heart attack. The tool estimates 
whether a patient is likely to benefit from potentially lifesaving treatment with 
thrombolytic therapy in the emergency room. The information is provided to the doc- 
tor in "real time." The tool also calculates the patient's likelihood of developing seri- 
ous complications, such as hemorrhagic stroke or major bleeding, if given 
thrombolytic therapy. 

A trial to assess whether this instrument, which plugs into an existing electro- 
cardiograph machine, will increase the proportion of eligible patients receiving rec- 
ommended treatment is in progress. The researchers are also working with the 
major manufacturer of E KG machines to make this tool widely available. 

Understanding Variation in Health Care 

AFICPR's research emphasis has been on conditions that are common, costly, and 
for which there is substantial variation in practice. This research includes many of 
the conditions that represent a major expenditure for Medicare. 

The issue of variation is not new to you. Dr. J ohn Wennberg's work has shown 
that medical practice varies widely in this country. AFICPR has sponsored a sub- 
stantial portion of Dr. Wennberg's work in the area of prostate disease. Flis research 
team found that the rate of radical prostatectomy for Medicare patients in Clear- 
water, FL is nearly twice the rate in Medina, OFI (the national average is 2.0 sur- 
geries per 1000 Medicare beneficiaries while the rates in Clearwater and Medina 
are 2.8 and 1.5 respectively). These variations can vary region to region. State to 
State, or within States. For example, the rate for radical prostatectomy for Medicare 
patients in Baltimore, MD, is approximately three times the rate in Salisbury, MD. 

Variation provides us an opportunity to study what care is appropriate, how much 
is enough, and what is fair. This involves understanding when variation is due to 
issues of uncertainty, issues of access, and issues of overuse or under use. I would 
like to note that variation isn't inherently bad. The research that AFICPR supports 
and conducts helps us understand whether variation in medical practice should be 
celebrated or eliminated. In some cases, variation is caused by geographical, epide- 
miological, or cultural preferences. For example, we expect to have a higher rate of 
skin cancer in the South, and therefore more treatment for skin cancer. 

Outcomes research— which provides the basic knowledge of what works and what 
doesn't work— is the foundation for all efforts to improve the quality of health care 
services. We can use this knowledge to determine what the right thing is, when the 
right time is, and what the right way is, and whether we are getting value for what 
we spend. 

Supporting E vidence-based Practice 

A key issue in variation is professional uncertainty. If clinicians don't know what 
works and what doesn't work, they may be inadvertently providing inappropriate or 
ineffective care. AFICPR supports 12 Evidence-based Practice Centers (EPCs), which 
provide the scientific evidence that others will use to reduce unnecessary variation 
by reducing uncertainty. The 12 Centers develop scientific analyses, known as "evi- 
dence reports," of the evidence of the effectiveness of a particular treatment, tech- 
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nology, or procedure. These analyses are then used by health care organizations, 
medical societies, physician practices, and others to develop their own quality Im- 
provement tools. Including guidelines, quality Improvement programs, and perform- 
ance measures. 

For example, the Agency developed an evidence report on the findings on 
colorectal cancer screening. The Information contained In AFICPR's evidence report 
led to a clinical practice guideline that was developed by the American Gastro- 
enterology Association on colorectal cancer, which In turn, contributed to Congress' 
decision to expand Medicare coverage for colorectal cancer screening. 

An Important component of AFICPR’s Evidence-based Practice 1 nitlative Is collabo- 
ration. The EPC topics are nominated by public and private sector organizations 
which will use and help us disseminate the Information. The nominators are our 
partners. For example, the American Academy of Pediatrics and the American Psy- 
chiatric Association nominated attention deficit/hyperactivlty disorder as a topic, 
and they have Incorporated AFICPR's evidence report Into a guideline they devel- 
oped. Similarly, a consortium of patient and provider groups nominated manage- 
ment of urinary problems In paralyzed persons as a topic, and they will also create 
a guideline from It. And the Flealth Care Financing Administration asked us to 
evaluate swallowing problems In the elderly to help them determine their coverage 
policy for this area. 

Translating Research into Practice 

In addition to providing Information on outcomes to clinicians and patients, we 
want to help them use the Information to enhance the quality of care provided and 
received. Obviously, developing the Information Isn’t enough. We need to make sure 
that It Is available In a useful format to anyone who needs It. To achieve that goal, 
AFICPR, the American Association of Flealth Plans, and the American Medical Asso- 
ciation worked together to provide one-stop-shopping for best practices In clinical 
care. We developed the National Guideline Clearinghouse that makes clinical prac- 
tice guidelines available to every clinician, health system leader, patient, and policy- 
maker who can use a computer. 

AFICPR also Is looking at the effectiveness of clinical preventive services, and the 
potential they have for saving lives and reducing health care costs. The medical lit- 
erature Increasingly recognizes that some clinical preventive services provide enor- 
mous benefit. We need to know which services are most appropriate and effective 
for which patients and when. The Balanced Budget Act expanded Medicare coverage 
for prevention services. The Information AFICPR develops will be Invaluable to you 
as you deliberate about further expansions In coverage for preventive services. 

As a central component of these efforts, AFICPR will support renewed activities 
of the U.S. Preventive Services Task Force. Their 1996 report provides clinicians 
with the Information on the effectiveness and appropriateness of the full range of 
preventive care— screening tests for the early detection of disease, advice to help 
people change their risky health-related behaviors, and immunizations to prevent 
infections. AFICPR will support major new assessments of preventive services and 
updates of priority topics by the Task Force. As requested in the Balanced Budget 
Act, the Task Force will also work with the Institute of Medicine to evaluate the 
implications of including new preventive services under Medicare. 

Supporting the U.S. Preventive Services Task Force will continue a long and pro- 
ductive partnership between the government and the leading primary care medical 
and nursing organizations. Our activities complement the major investment being 
made by the Centers for Disease Control and Prevention (CDC) in the study of pre- 
ventive services in community-based settings. We look forward to working with the 
CDC on integrating our research in this area. 

Finally, I want to thank the Subcommittee for providing the Agency with its au- 
thority to support Centers for Education and Research Therapeutics or CERTS, 
under the Food and Drug Administration Modernization Act. We expect to announce 
to announce funding for several centers before the end of this fiscal year. The 
CERTS will improve the effective use of medical products, such as pharmaceuticals. 
This new authority builds on our existing research in this area. For example, clini- 
cians can receive the information they need to help reduce the costs of medical care 
through AFICPR's research on pharmaceuticals. With funding from AFICPR, Michael 
Fine of the University of Pittsburgh and colleagues found that using the antibiotic 
erythromycin for treating community-acquired pneumonia in most outpatients aged 
60 and under significantly reduces treatment costs compared with the use of other 
antibiotics ($5.43 versus $18.51) and has no adverse effect on medical outcomes. 
About 600,000 of the 4 million Americans who develop community-acquired pneu- 
monia are hospitalized each year. This research could lead to significant savings. 
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Improving Decisionmaking in Health Care Systems 

The health care system has gone through some significant changes over the past 
several years. These changes have created new structures, processes, and settings 
in which care is delivered. These changes have also raised a number of issues such 
as what is the impact on quality, what happens to patients’ access to services, the 
cost of those services, how they are used, and the outcomes of patients who use the 
services. For example, some of the questions we can ask are: What happens when 
patients are discharged quickly from the hospital? Flow are managed care and tradi- 
tional insurance changing and how are the new arrangements affecting access to 
care and the quality of that care? 

Unfortunately, these changes are happening quickly and we have little scientific 
evidence regarding their impact on the health care system, generally, and on quality 
specifically. AFICPR is conducting and supporting research to fill this void. 

Providing Research on Market Changes 

I believe that outcomes research is more than measuring the outcomes of clinical 
treatments. Our customers need to understand the outcomes of the organizational 
and financial structures in the way medical care is delivered. It isn't enough to 
know that clinical services are safe, effective and appropriate if the structure for de- 
livering that care is shaky or untested. 

The journal Flealth Affairs featured AFiCPR's research that presents the first 
comprehensive look at what is currently happening in the health care marketplace. 
The articles form an invaluable evidence-based core of information for current dis- 
cussions of policy options by all health care system participants— both public and 
private. 

These studies, which had a 2-year turnaround from funding to report, provide fun- 
damental knowledge about the link between the financing and delivery of health 
care and the quality of services. These studies empirically and rigorously examine 
issues of how current, incentive-driven market decisions of multiple participants— 
hospitals, physicians, health plans, employers, employees, and public, private and 
individual purchasers— determine who gets health care, what kind of care, how 
much care, who pays and how much it costs. 

Supporting Research To improve Primary Care Systems 

Issues of systems of care are not strictly limited to hospitals or other institutions. 
We need to understand how patients gain access to the system. AFICPR is the only 
agency that has an expressed responsibility to study the structure and delivery of 
primary care services. This research is increasingly important as more care is deliv- 
ered b^ond the hospital walls. 

More than half of all Americans are now covered by managed care plans, which 
often require the use of a primary care physician or gatek^er to manage the refer- 
ral of patients from primary to specialists. Access to specialists is a major concern 
among the public, and has been the subject of much debate. To strengthen the sci- 
entific base underpinning the referral policies of health plans, AFICPR funded ten 
grants on physician referrals, and will be hosting a conference in Washington this 
September where the results will be presented. 

Preventing System Errors 

AFICPR-supported research has demonstrated that the processes and systems 
used to provide care are often faulty and can lead to avoidable accidents. One con- 
clusion of the research is that many of these accidents are not the fault of individ- 
uals, and therefore can be prevented by evaluating and improving the system. 

In an AFICPR-funded study. Dr. Lucian Leape, a pioneer in research on how to 
reduce errors in medicine, estimated that the number of injuries caused by medical 
errors in hospitals alone could be as high as three million annually, resulting in 
costs as much as $200 billion each year. In his work on drug-related errors. Dr. 
Leape concluded that 70 percent of these errors are avoidable, and can be prevented 
by re-engineering the hospital systems which allowed the errors to occur. Other or- 
ganizations, such as the Department of Veterans Affairs and the American Medical 
Association, are using this research to develop programs to reduce preventable er- 
rors. 

AFICPR is also examining how changes within systems of care affect the delivery 
of services and their quality. The Flealth Resources and Services Administration 
(FIRSA), the National Institute of Nursing Research (NINR), and AFICPR in 1996 
convened a joint meeting of experts to set a research agenda on the impact of nurse 
staffing levels on the quality of care in hospitals. We will be supporting additional 
research in this area during the current fiscal year. 
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Developing the Science and Tools to Measure and I mprove Quality 

AHCPR is working to refine existing measures and deveiop new measures that 
accurately reflect the changing health care system. An important component in our 
effort to develop and test valid measures is to anticipate future measurement needs. 
The goal of our efforts is to begin to identify and develop the "next generation" of 
quality measures for certain conditions and population subgroups— particularly vul- 
nerable populations such as the chronically ill— and in the full spectrum of treat- 
ment settings such as rehabilitation and home care. 

The Agency is involved in collaborative projects with private sector organizations 
to develop their own quality measures. For example, AFICPR research found that 
elderly patients who receive beta blockers following a heart attack are 43 percent 
less likely to die in the first 2 years following the attack than patients who do not 
receive this drug. That same study found that patients who receive beta blockers 
are rehospitalized for heart ailments 22 percent less often than those who do not 
get beta blockers. Flowever, only 21 percent of eligible patients receive beta blocker 
therapy. 

The National Committee for Quality Assurance (NCQA) used the findings of this 
study as the basis for changing the performance measurement for beta blocker use 
after acute myocardial infarction to include patients over 75 years of age in the most 
recent version of the Flealth Plan Employer Data and Information Set (FIEDIS 3.0). 
An important component of improving the quality of health care services is giving 
patients the information they need to make informed choices about their health care 
coverage, physicians, and treatment options. 

AFICPR's Consumer Assessments of Flealth Plans (CAFIPS) survey consists of a 
series of questionnaires designed to be used by public- and private-sector health 
plans, employers, and other organizations to survey their members and employees. 
The information from CAFIPS questionnaires, presented in the CAFIPS tested r^ort 
formats, can help consumers and group purchasers compare health plans and make 
more informed choices based on quality. 

The CAFIPS materials are designed for use with all types of health insurance en- 
rollees (Medicaid and Medicare beneficiaries as well as the privately insured) and 
across the full range of health care delivery systems, from fee-for-service to man- 
aged care plans. I n addition to a core set of items designed for use with all respond- 
ents, some additional questions are targeted for use with certain subgroups such as 
persons with chronic conditions or disabilities, Medicaid and Medicare beneficiaries, 
and families with children. 

We are not suggesting that all providers and plans in every clinical setting and 
every region in this country be evaluated using the exact same measures. Measures 
and instruments should not be one-size-fits-all, but should reflect the diversity of 
needs and uses. We are advocating a "department store" of accepted quality meas- 
ures, all based on science and validated for reliability and usefulness, where users 
of measures can pick the set that fits their need, whether that need is to compare 
health plans or providers, or to conduct a hospital quality improvement project. 

Supporting Poiicymakers with Data and Information 

Policymakers need to understand how dramatic growth of managed care, changes 
in private health insurance, and other dynamics of today's market-driven health 
care delivery system have affected, and are likely to affect, the outcomes, quality 
of, cost of, and access to the health care that Americans use. 

Developing and Improving Information Technoiogy 

Informatics is another important tool for improving the quality of health care 
services. There has been an explosion in the use of information technology in medi- 
cine, such as telemedicine and computerized medical records. These technologies 
have greater potential to improve the quality of, outcomes of, access to, cost of, and 
use of care. To achieve this potential, we need research to determine what works 
and what doesn't work in "high tech" health care. 

I nformatics is an area of research that is critical to every aspect of AFICPR's work 
. Let me explain. First, the revolution in information technology is critical to the 
ability of health care delivery systems to measure and improve the quality of care 
that they provide their patients. They need seamless information systems— linking 
administrative, financial, and clinical data— that can follow patients no matter 
where or from whom they receive care. I am delighted to note that much of the pio- 
neering work in developing the prototypes and evaluating their usefulness in daily 
practice was supported by our predecessor, the National Center for Flealth Services 
Research. AFICPR has an important and continuing role to play in evaluating the 
impact of informatics on the cost, access, and quality of clinical care and health care 
systems. Last year we funded eight projects to do just that. 
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Second, the type of research that AHCPR conducts and supports— to assess what 
works best in clinical practice and how we organize and manage the systems in 
which care is delivered— relies upon information technology at every step. The type 
of rapid analysis and dissemination of data on patient outcomes envisioned by some 
of the quality of care proposals under consideration by the Congress will not be pos- 
sible if we do not advance the state of the technology and develop the common lan- 
guage that will let systems from various providers, plans, purchasers, and payers 
communicate with one another. 

For both of these reasons, we have recently taken steps to integrate our 
informatics work into our other substantive research centers. This step will 
strengthen our commitment to informatics in the long run. 

Because the Secretary believes that health informatics is critical issue to the 
health care system, she asked me shortly after I joined the Agency to co-chair the 
Department-wide Data Council, which has become an increasingly important forum 
for decisionmaking in the area of information technology and carrying out the De- 
partment's statutory responsibilities. AFICPR's experts in informatics will help the 
Data Council as it addresses issues of advancing a common language for information 
technology systems and addressing questions of their appropriate use. 

AFICPR's Medical Expenditure Panel Survey (MBPS) provides policymakers and 
others with up-to-date, highly detailed information on how Americans as a whole, 
as well as different segments of the population, use and pay for health care. This 
ongoing survey also looks at insurance coverage and other factors related to access 
to health care. MBPS is the only survey that collects expenditure data from the non- 
Medicare population. 

MBPS data is used by Congress and Federal agencies, including FICFA and other 
components of the Department of Flealth and Fluman Services, Office of Manage- 
ment and Budget, and Department of the Treasury. If MBPS data were available 
during my tenure on the Physician Payment Review Commission, it would have 
been an invaluable source of information in helping to make recommendations to 
Congress on payment for physicians. 

These data also are used widely in the private sector by researchers at The Flerit- 
age Foundation, Bewin-VFII, Urban Institute, RAND Corporation, and Project FI ope, 
as well as by health insurance companies, pharmaceutical firms, and other health- 
related businesses. 

Using MBPS data on the first 6 months of 1996, AFICPR researchers Philip F. 
Cooper and Barbara Steinberg Scheme have found that as many as 6 million Ameri- 
cans choose not to accept health insurance when offered it by their employers. The 
study found that the number of workers declining employment-based heafth insur- 
ance increased by 140 percent between 1987 and 1996 while the number of employ- 
ers offering health insurance increased during those years. Those most likely to turn 
down insurance are young (under age 25), single, Flispanic or black, and work for 
low wages. Possible factors driving this trend include the decline in real wages, 
higher employee contribution rates, and State legislation aimed at enhancing insur- 
ance coverage which may have increased costs. 

AFICPR's assistance is not limited to Federal policymakers. An important AFICPR 
program is the User Biaison Program (UBP), which plays a critical role in providing 
technical assistance to States and local policymakers on a wide range of issues. For 
example, the UBP program conducted a workshop geared toward State policymakers 
to examine the latest research findings on the uninsured and what State govern- 
ments have been doing to solve the problem. In 1998, the UBP will provide technical 
assistance to help State legislators and executive branch officials plan for and imple- 
ment the State Children's Flealth Insurance Program (CFIIP) recently enacted by 
Congress. 

One of AFICPR's statutory responsibilities is to conduct assessments of new tech- 
nologies for the Medicare program (FICFA) and the Department of Defense. This in- 
formation is invaluable to Federal policymakers and in some case drives coverage 
policy in the private sector. A case in point is AFICPR's technology assessment on 
lung volume reduction surgery (BVRS). This technology assessment concluded that 
there was insufficient evidence upon which to make a scientific judgment regarding 
the effectiveness of BVRS. AFICPR recommended that coverage be granted within 
the scope of a clinical trial, which is now being conducted by the National Institutes 
of Flealth. AFICPR is supporting the cost-effectiveness component of that trial. It is 
our hope that the collaborative efforts between the agencies will yield the informa- 
tion needed to make an informed coverage decision on BVRS. 

AFICPR's new Evidence-based Practice Centers will continue to produce timely 
technology assessments that will assist Federal, State, and private sector decision- 
makers make difficult coverage decisions. Private-sector policymakers also use our 
research to make informed health care decisions. Recently, the Pharmaceutical Re- 
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search and Manufacturers of America included AHCPR's research finding on atrial 
fibrillation to promote the use of blood thinning drugs in an advertisement touting 
"three ways pharmaceuticals are ganging up against health care costs." 

AHCPR's research and data give policymakers the "big picture" on the cost, use, 
and access to health care in this country for them to use in making decisions about 
clinical policy, coverage, quality improvement, and spending. 

Conclusion 

In order for health services research to fulfill its potential to improve the quality 
of the health care system, the foundation on which it rests must be strong. This 
foundation includes the tools that can be used to improve health care, the training 
to nurture and promote the best researchers, and the teams that foster partnerships 
and collaborations among the public and private sectors. 

All of these elements will enable AHCPR to meet the challenges we face. Mr. 
Chairman and members of the Subcommittee, I respectfully request that you reau- 
thorize AHCPR so that we can help our Nation's health care system by: 

• Conducting and supporting research on the outcomes and effectiveness of treat- 

ments. 

• Ensuring that clinicians, patients, health care system leaders, and policymakers 

have the information that will enhance quality of care. 

• Identifying gaps in access to and use of health care services, achieving value for 

the Nation's health care dollar, and 

• Helping the market find ways to fill those gaps. 

These issues are critical to a sound, high quality health care system. I look for- 
ward to working with the Subcommittee in the months ahead to find ways to im- 
prove health care decisionmaking. 

Mr. Bilirakis. Thank you very much, Doctor. Doctor, let me just 
go right to the point raised by Mr. Bryant before he left on the ap- 
propriations. Last year the agency received a 17 percent increase, 
and you are seeking an even larger increase for the coming year. 
Why are additional funds necessary, and would you do more of the 
same activities you do now, or would you expand the effort into en- 
tirely new areas? 

Mr. Eisenberg. When the agency was established in the late 
1980's, the Physician Payment Review Commission offered a rec- 
ommendation to the Congress that some agency like this ought to 
be established, and it said in the report from PPRC to the Congress 
that the budget ought to be hundreds of millions of dollars. That 
was in 1989 dollars. I think ever since then people have felt that 
the agency's budget should be substantially higher than it has 
been. 

I n 1995, in fact, we had a cut in our budget. If you were to take 
the budget that we had before 1995 and project it in real dollars 
today, we still have not caught up with that budget. So part of our 
effort is to catch up with where we would have been before. 

But more exciting is what could be done with more funding that 
would be available for this kind of research. We are funding now 
a very small fraction of the grants that our study sections tell us 
woulcJ help to improve the quality of care and access to health care. 
We believe that there is a lot of research that could be done that 
we are not benefiting from because we have not had sufficient dol- 
lars to do so. 

But in addition to that, there are some big projects that we 
would like to do. We would like to undertake, for example, projects 
such as those described in this year's budget request of getting a 
better handle on what is happening to the quality of care in this 
country through surveys and through the analysis of the data that 
is currently available, and that will cost a substantial amount of 
money for us to do. 
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So the request for the budget increase is in part a reflection of 
the fact that the agen(^'s budget is small. And as you said, we had 
a 17 percent increase in our budget last year; but in terms of abso- 
lute dollars, that was the smallest increase in any agency in the 
department. So part of this is catch up and part is to help fulfill 
the potential that the agency has. 

Mr. Bilirakis. All right. You gave us the example of some of the 
work that you do; and you have mentioned managed care, the in- 
formation made available for better decisions in plan selection. 

Let us take an individual family, mom and pop, and they are try- 
ing to make a decision on managed care, on what kind of plan to 
choose. Now, they would not come to you directly, would they? 

Mr. Eisenberg. No, they would not. 

Mr. Bilirakis. They would go to partners with whom you work 
and to whom you furnish information and research? 

Mr. Eisenberg. Well, we provide our partners with the capacity 
to do these measures. We don't go out and collect the data. We nei- 
ther have the funds, nor frankly do we think that it is appropriate 
that we be collecting information on health plans, but rather our 
partners do that. 

They may be a purchaser like a company. Ford Motors, General 
Motors for example are using instruments like this. If you are a 
Medicare recipient, it would be the plan. Or maybe your State col- 
lects this kind of information. The State of New J ersey collected 
data using the survey that we developed, and presented it to all of 
the people in New J ersey to help them make decisions about which 
plan to join. 

So the individual that you are describing would, depending on 
the way that he or she gets insurance, get the information from 
that organization and compare the different plans that are avail- 
able, if they are lucky enough to have multiple plans offered to 
them. They would compare them on a set of different characteris- 
tics, including the characteristics of the physicians and the hos- 
pitals in the plan, as well as the way in which the plan meets the 
needs of its members. The plans would be compared in a way that 
looks familiar because the data are arrayed in easily-understood 
formats, like a lot of other consumer surveys where people can 
compare their options. 

Mr. Bilirakis. Frankly, I am convinced of the good work of the 
agency, but could there be any claims made of duplication of effort? 
In other words— this was created back in 1989. If you were not in 
existence, is any of this being done elsewhere? 

Mr. Eisenberg. Some of it is being done, but most of it isn't. Let 
me be specific. 

The NCQA had a survey that was trying to get at the same 
issues that this survey gets at. Most of the other people using this 
survey did not have anything that they could use. We did not want 
to see duplication, and so we reached out to the partners, cus- 
tomers, and asked them what their needs were. We worked with 
NCQA and Medicare to ask them what their needs are so each of 
them now is using the CAFIPS survey, but modified to their own 
needs so there is collaboration with the private and public sector. 
So neither Medicare or NCQA had to reinvent the wheel. NCQA 
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has an adaptation of CAHPS and Medicare has an adaptation of 
CAHPS. 

For a small plan or purchaser, they do not have the resources to 
adapt the methodology, so they will use it just as it was produced. 

Mr. Bilirakis. Thank you, sir. Mr. Brown. 

Mr. Brown. In some of the AHCPR publications, one of your re- 
search priorities is improving the quality of children's health and 
you look at the— you list eight indicators, low birth weight, pedi- 
atric asthma, child diabetes. Are you considering in your children's 
health research, are you including estrogenic substances and endo- 
crine disrupters and what that does to the next generation both in 
terms of women's health and children's health? Is that something 
that your agency is looking at, or should be looking at, in your chil- 
dren's research? 

Mr. Eisenberg. We could. I don't recall that that is on the list 
now, but let me explain how we come up with the list and then 
suggest a way in which we could look at that specific issue. 

We have a set of evidence- based practice centers which are the 
first step in our developing ways of measuring and improving 
health care. We ask several times a year people like clinicians and 
consumer groups and policymakers what they think the most burn- 
ing issues are and where more data or information is needed. Then 
we have 12 of our evidence-based practice centers around the coun- 
try analyze those particular issues and come back with what we 
call an evidence report, which is a synthesis and analysis of data 
that we then give to that partner. The American College of Obstet- 
rics and Gynecologists and the American Academy of Pediatrics are 
two of our partners and they come in with a list. I don't recall what 
was on their list. But what we have asked them to do is identify 
the thorniest issues that they need advice on. I can get back to you 
on that. 

Mr. Brown. Because of the public-private partnership that you 
mentioned, you will typically look to organizations like that on 
whether it is on children's issues or minority issues or any other 
kinds of health care issues, you will look to the sort of experts in 
the field and generally accepting their advice on directions to take 
your research? 

Mr. Eisenberg. Exactly. The reason for that is we have a com- 
mitment to what we are calling "user-driven research." We start 
the way that I described, which is asking where the gaps are that 
we can help to close. But we also believe that if we don't start that 
way and we fund research that does not meet anybody's needs, it 
is going to fill some journals; but it is not going to get translated 
into practice. So we don't just ask these people what they want, we 
also say if we do this work, are you going to do something with it. 
We expect them to say yes, in which case we can close the circle 
of research and make it meaningful. 

Mr. Brown. Is the issue of estrogenic substances and endocrine 
disrupters and synthetic chemicals that mimic naturally occurring 
hormones that may cause birth defects and some sort of genetic 
problems 1 and 2 generations later, is that more of, possibly, an 
N I H issue than one for you? 
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Mr. Eisenberg. If the question is what its mechanism is, what 
is the biologic mechanism, the physiology or other characteristics, 
yes, it would be much more in keeping with an Nl H study. 

If the question is to do a clinical trial with randomization to see 
what the effect is in an idealized setting, the answer again is yes, 
that is more an Nl H issue. 

If the NIH or others have done research that answers those bio- 
logic questions and the question is for which patients might this be 
effective and how can we help improve the quality of the use of 
those services, what effect do they have on people's functional sta- 
tus, we see it more in our bailiwick. Or how can you develop meas- 
ures of the performance of physicians and others in delivering 
those services. 

Mr. Brown. So the indicators that you discussed in one of your 
fact sheets in HOUR, quality indicators, low birth weight, child dia- 
betes, pediatric asthma, if it is possible that you could look at that 
in terms of endocrine disrupters as potential causes of some of 
those indicators? 

Mr. Eisenberg. Yes. 

Mr. Brown. Can you tell me some of the— give me a couple of 
examples of your private-public partnerships that you have worked 
on? 

Mr. Eisenberg. Maybe I can give you two. One is at the begin- 
ning, and the other is at the end of the research cycle. At the be- 
ginning of the cycle, we felt that we could use our public dollars 
more effectively if we could use them to stimulate some spending 
on the private side to fund research, so we have partnerships with 
some foundations. For example, we are working with the Packard 
Foundation, AAFIP, the Association of American Flealth Plans, the 
J ohnson Foundation, to cofund projects that neither alone could do, 
or because we fund different parts of it where our mission is one 
part and their mission might be another part of the agenda. I n this 
way, we get projects done that, as I said, probably would not be 
done if either of the two parties could not come to the table. That 
is one way in which we have partnerships. 

Another partnership at the beginning of the cycle reflects my re- 
sponse to your previous question which is our agenda setting. We 
are having meetings from the private sector asking where should 
we invest and spend our research dollars on. At the back end we 
also need those partnerships to be sure that it gets delivered, so 
that we can be sure that the product actually gets out there. NCQA 
and the use of the Consumer Assessment Flealth Plan Survey is an 
example of that one. 

We also have some partnerships with organizations who are tak- 
ing the results of the Put Prevention Into Practice products. Some 
health plans who are taking the template that was developed as a 
public good with public dollars, printing it at their own expense, 
and translating the information so it can improve the care of pa- 
tients who are in those plans and the performance of the physi- 
cians who are practicing in those plans. 

So that is where we have emphasized our partnerships, setting 
our agenda, understanding where the gaps are and closing the 
gaps, to ensure that the research does not just sit on a shelf. Those 
are a couple of examples. 
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Mr. Brown. Thank you. 

Mr. Bilirakis. Mrs. Cubin. 

Mrs. Cubin. Thank you, Mr. Chairman. I want to follow up on 
the subject that the chairman brought up last in his questioning, 
but first I need a little information, and bear with me because even 
though I was on this subcommittee last year, it is such a huge ju- 
risdiction of medical issues, I don't know as much as others do. 

I think you said in the late eighties the Physician Payment Re- 
view Committee recommended the establishment of AHCPR? 

Mr. Eisenberg. That's right. 

Mrs. Cubin. What did they want you to do at this time? What 
I am getting at is this. Sometimes, and I am not saying— I think 
that your agency does valuable— provides valuable services. And 
where I am going is do we really need a separate government agen- 
cy to provide those services or could they, whether in one organiza- 
tion or multiple organizations, be provided without having a sepa- 
rate government agency? So that is where I am going. 

In the beginning why did the physician payment— what did they 
ask the agency to do? 

Mr. Eisenberg. Well, first, truth in advertising, I was on the 
Physician Payment Review Commission at the time, and I remem- 
ber the discussions well. The argument went like this: if we are 
going to change the way that physicians are paid so we have this 
new payment system and we are trying to get doctors to practice 
on the basis of what works best for the patients, rather than how 
they get paid for those services, then we need to be able to be sure 
that physicians know what works best for their patients. 

So there were chapters in the PPRC reports in 1989 and, in fact, 
in preceding years about effectiveness in outcomes of medical care. 
At that time the outcomes agenda and the effectiveness agenda 
was just starting to be identified as a major agenda for the re- 
search community. 

And so PPRC looked around and said where is this research 
going to come from and concluded that there wasn't a place. There 
was a gaping hole in the research agenda, and it was not being 
done in the private and public sector, and the PPRC said some 
Federal agency is needed to meet this need. Congress then created 
it. And it was their judgment that something was needed to pro- 
vide evidence for practice, to improve quality and decrease costs. 

Mrs. Cubin. My concern is that— is the growth of government 
and in the late eighties government was growing exponentially 
with programs and so on. And you know, we are trying, as you do 
know, to define what are the real legitimate functions of the Fed- 
eral Government, State government, and local government in as ef- 
ficient a model as we can. 

And so it seems in a way that AFICPR, instead of need driving 
the agency, the existence of the agency is driving a larger need. So 
it is the growth, I guess, of what is going on inside AFICPR that 
I am questioning because it seems to me that between NIFI and 
CDC, AMA, universities, medical schools, it seems to me that the 
information other than what you just said, should be there. And so 
I don't understand why you are the ones that are giving grants for 
research around the country and that sort of thing. 
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Mr. Eisenberg. I think it is the right question for us to ask, and 
we ask it every day: Where is our value added? If we didn't exist, 
what would not happen so we can focus on those areas where we 
make a contribution and a difference? 

I would love to think that the agency is influential enough so we 
can drive the agenda, but I think the agenda in the areas that I 
described, the desire to contain the increase in health care costs, 
the concern that the country has about health care quality, and the 
concern that the country has about the outcomes of care is very ex- 
ternal to our agency. Whether we exist or not, I think that agenda 
is going to exist, and I think the Nation's concern about those 
issues will continue. 

Mrs. CuBiN. I agree. 

Mr. Eisenberg. I would like to think that if we exist, the Na- 
tion's concern will be moderated because some of the research will 
help to address those problems. But we ask ourselves and our con- 
stituency groups all the time whether or not we are meeting a need 
that they have that wouldn't be met otherwise. We are small and 
we need to be sure that our resources are used in a way that does 
not duplicate what other sectors would do. 

I have concluded that those issues about concern about outcome, 
concern about quality and cost would not be adequately addressed 
were the agency not present and that those concerns would be on 
the minds of every American whether we exist or not as well. So 
my conclusion is that we exist in order to solve or help to solve 
those problems that Americans are concerned about. 

Mrs. CuBiN. Permission just to ask one more question. 

Mr. Bilirakis. Without objection. 

Mrs. CuBiN. Thank you. In the reauthorization legislation, one of 
the responsibilities of the agency will be to support primary care 
research and access in underserved areas. Can you tell me how you 
plan to do that. I represent Wyoming, which tends to be very un- 
derserved in primary care especially. 

Mr. Eisenberg. Yes. We start by asking questions about who it 
is that is relatively underserved and who might have insurance but 
not be able to get access to care. We know that having insurance 
does not automatically translate into access to high quality care. 
Certainly rural America is one of those areas that is relatively un- 
derserved. We have some reports to help us focus and address the 
needs of rural Americans. We are collaborating in several different 
ways in order to meet those needs. We will continue to collaborate 
with other agencies to fund activities in telemedicine to see wheth- 
er or not the impact of telemedicine on quality and outcomes of 
care is one that will help people who live in rural areas. Working 
on issues related to the relationship between different health pro- 
fessionals so we can understand what the most appropriate deploy- 
ment of different kinds of health professionals in rural areas is an- 
other issue that we have dealt with. 

Transportation is a big area for rural America in terms of getting 
its health care. And we have an agenda for research related to 
rural America. There are two problems there. One is setting the 
agenda, and the other is stimulating researchers to be interested 
in those problems because many of the States who are most inter- 
ested in rural issues don't have a substantial number of investiga- 
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tors who are capable of doing this kind of research and competing 
successfully for it. 

So that is a second agenda, to be sure that there is a pool of tal- 
ented researchers who are interested in and looking at the prob- 
lems that rural America has. I hope that we can make a difference 
there. 

Mrs. CuBiN. Thank you. 

Mr. Bilirakis. To hitchhike on the gentlelady's question, you 
mentioned in response to Mr. Brown that you meet with represent- 
atives of the private sector to help determine your agenda in terms 
of the areas where they do need some help regarding research. 
How does that take place? Is that done periodically? Is that at an- 
nual meetings? Who determines who these private sector people 
are? 

Mr. Eisenberg. It goes on in several different ways. One is that 
we respond to people who come to us and say we heard about your 
agency, we would like to talk to you. There was a group from 
Cleveland. They called up and said what do you do. And we said, 
let's talk about what we can do together. All of us spend a fair 
amount of time inviting people to Rockville and meeting with them. 

The second is that we have an outreach to organizations when 
they have their annual meetings or executive board meetings. I 
enjoy and am as responsive as I can be to invitations to talk to 
their members and their leadership about what we are and listen 
to them about what we should be. 

Third, we have initiated this year a more proactive approach to 
this, where we have taken sectors of our user community and in- 
vited in people who are representatives of that user community to 
meet. Two days ago we met in Washington with about 15 people 
from the hospital community, rural hospitals and urban hospitals, 
private and public. The whole range of hospitals were represented 
around the table, and we just said what do you need. And then we 
listened to people for 3 hours. We are doing that seriatim with dif- 
ferent user groups so we can get them together to help us set an 
agenda. 

Mr. Bilirakis. Thank you. Mr. Green to inquire. 

Mr. Green. Thank you, Mr. Chairman, and I would like to first 
ask unanimous consent to place a statement into the record. 

Mr. Bilirakis. Without objection the statement of all members of 
the subcommittee will be made a part of the record. 

Mr. Green. On page 6 one of your funded studies points out that 
where it says: "Physicians recommended referrals for cardiac 
catherization only 60 percent as often for black patients than white 
patients," I want to follow up on my colleague from Wyoming's 
question. Have those results been verified by other studies, by the 
government, public or private agencies? 

Mr. Eisenberg. That study was only published about a month 
and a half ago, so there has not been that much time for 
verification. Let me explain what we tried to do with that study is 
to look at what people know happens, which is that there are dis- 
parities among different groups in the population, including racial 
and gender differences. 

This study was intended to ask why does that happen, not just 
does it happen. So it got into the clinical decisionmaking issue and 
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tried to understand the degree to which we as physicians are part 
of institutional racism and gender bias. We do neoi to validate it, 
and we need other studies to make sure that other studies confirm 
it. We are also looking at what we can do to decrease those biases 
and decrease those disparities. 

Mr. Green. I know that is one of the functions of your agency, 
to look at racial and geographic disparities, and in your testimony 
you talk about the differences in treatment geographically based. 

You mentioned at the end of your statement that the agency's re- 
search should be used as a guide and not as a rule. Are you con- 
cerned that some of the managed-care providers would deny doc- 
tors' recommendations based on your research results? And what 
could Congress do to ensure that your research is used only as a 
guide and not as a fixed rule? 

Mr. Eisenberg. I think you should give us clear instructions that 
that is the case. Our research ought to be aimed at delivering evi- 
dence for decisionmakers so that they can make decisions based on 
the best science that is available. The language that the Senate has 
drafted gives us very clear and unequivocal instructions that that 
is the role of this agency, to get the best evidence out there, and 
that is what we intend to do. 

One of the things that you might find interesting is our guideline 
clearinghouse where we have taken the guidelines that are devel- 
oped by public and private sector organizations and put them on 
a website. We have had abstracts written, and this is the kind that 
would never happen if it weren't for a public agency who could do 
it; but you can go in and click your mouse to a website to see what 
the recommendations are that are based on evidence— we accept 
evidence- based guidelines— but what the recommendations are of 
different groups. And you would conclude in looking at that that 
there are multiple ways of taking care of patients and that they 
need to be individualized to the individual needs of a patient. 

Mr. Green. On page 20 you are quoting another study of your 
researchers. It is mentioned that 6 million Americans chose not to 
accept health insurance that was offered by their employers. Hope- 
fully that was not employer-paid insurance that they refused. 

Mr. Eisenberg. Actually it was. That is startling. What it told 
us was just offering people insurance isn't enough. We found that 
the individual said I am not going to get sick; I don't want to pay 
my share of the premium. 

It also happens in Medicare and Medicaid. We have found when 
Medicare offers certain services to individuals, that a substantial 
number of people don't pick them up. With the CHIP program, we 
know that one of the major efforts we need to undertake is an out- 
reach program so that the people eligible for CHIP will sign up for 
CHIP. 

I found that piece of research profoundly important in changing 
the way that I think about insurance. We have got to get insurance 
for Americans, but we also need to collaborate with those who are 
offering insurance to be sure that people know that they have in- 
surance and that they know the importance of getting insurance so 
that they are covered. I n this way, we can translate the availability 
of insurance to the acquisition of insurance, and translate that to 
better quality care. 
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Mr. Green. I understand that under 21, particularly single and 
minority, and having a 23-year-old who thinks that he is bullet- 
proof I understand, out it just boggles the mind that they would 
not accept insurance. 

Mr. Eisenberg. I have a 21-year-old the same way. You are 
right. It is very difficult to explain to people that they are vulner- 
able and having insurance will help deal with that vulnerability. 
It is not just young people, but it is many young people who don't 
accept the insurance that is offered to them. 

Mr. Bilirakis. I thank the gentleman. Dr. Ganske. 

Mr. Ganske. Dr. Eisenberg, how are your research processes dif- 
ferent from HMOs' guidelines and HMDs' population-based stud- 
ies? 

Mr. Eisenberg. They are quite different. The research that we 
do generates the evidence that people can use to try to influence 
or improve health care. For example, we have these evidence-based 
practice centers that review the literature and analyze the avail- 
able evidence about certain problematic issues in health care, and 
they will come back with a report that we then make available. 
That report might be translated into a continuing education pro- 
gram by one professional society, a manual by another one, a 
guideline by another one or by a managed-care organization. 

We want to partner with them so they can use the evidence most 
appropriately, but we see ourselves as a partner with them. We are 
not going to write the guidelines. We are going to help generate the 
science-based evidence so that health care is based upon good re- 
search. 

Mr. Ganske. My point is that your processes require peer re- 
view? 

Mr. Eisenberg. Yes. 

Mr. Ganske. And they are public? 

Mr. Eisenberg. Yes. 

Mr. Ganske. And they are nonproprietary? 

Mr. Eisenberg. Yes. 

Mr. Ganske. And they are available? 

Mr. Eisenberg. Right. 

Mr. Ganske. Thank you. 

Now, to what extent do your guidelines take into consideration 
individualization for a practitioner treating an individual patient? 

Mr. Eisenberg. Let me emphasize that the agency produced 19 
guidelines prior to 1995 and at that time made a decision that we 
should not produce more guidelines, but rather we should produce 
the evidence that helps others develop guidelines if they choose to 
do so. Once they have, we help people gain access to them through 
something like the National Guideline Clearinghouse, if they are 
evidence-based. 

So we really are not producing guidelines any more. So it would 
be hard to answer your question since we are not doing the produc- 
tion of guidelines any more, but helping others to be sure that their 
guidelines are based on good evidence. 

Mr. Ganske. But as a physician, you would agree that when you 
are looking at a prevailing standard of medical care, that the type 
of work that you produce is something that should be taken into 
consideration along with peer-reviewed literature, NIH consensus 
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statements, and the physician's individual examination of that in- 
dividual patient? 

Mr. Eisenberg. Absolutely on every point. And I would even add 
one, which is to say that we would hope that the evidence that is 
generated by the research that we sponsor about what works when 
and for whom would help to influence what the prevailing standard 
of practice is since none of us wants it to be constant. 

Mr. Ganske. And since your work is public and it is peer re- 
viewed, there would be nothing that woula prevent that from being 
considered as part of a prevailing standard of medical care? 

Mr. Eisenberg. That is an essential premise of the way that we 
operate. It is a public good, and it is available to everyone. 

Mr. Ganske. I thank you. I thank the chairman. 

Mr. Bilirakis. Mr. Deal? 

Mr. Deal. I don't have any questions. I am learning by listening. 

Mr. Bilirakis. Doctor, thank you very much. 

Panel two, if you would come forward. Ms. Mary Woolley, presi- 
dent of Research! America based in Alexandria; Mr. Charles Kahn, 
president. Health Insurance Association of America; Dr. Charles 
Mahan, Collie of Public Health, University of South Florida; and 
Mr. Brian Lindberg, executive director for Consumer Coalition for 
Quality Health Care based here in Washington, DC. 

Thank you very much. Thank you for honoring us with your 
presence and complementing the testimony of Dr. Eisenberg. Your 
written statement is already a part of the record and we would pre- 
fer that you supplement that orally, but obviously the time is 
yours. We are setting the clock at 5 minutes. 

STATEMENTS OF MARY WOOLLEY, PRESIDENT, RE- 

SEARCHiAMERICA; CHARLES N. KAHN III, PRESIDENT, 

HEALTH INSURANCE ASSOCIATION OF AMERICA; CHARLES 

S. MAHAN, DEAN, COLLEGE OF PUBLIC HEALTH, UNIVER- 
SITY OF SOUTH FLORIDA; AND BRIAN W. LINDBERG, EXECU- 
TIVE DIRECTOR, CONSUMER COALITION FOR QUALITY 

HEALTH CARE 

Ms. Woolley. Thank you, Mr. Chairman. 

Mr. Chairman and members of the subcommittee, my name is 
Mary Woolley; and I am the president of Research I America, which 
is a nonprofit alliance of nearly 400 organizations, industries, soci- 
eties, institutions, and individuals committed to making medical 
and health research a much higher national priority. 

Among the things we do are to commission polls to assess public 
attitudes toward research and researchers. Also, we have a number 
of programs designed to help researchers become more accountable 
and more accessible to the citizens who support their work. Like 
the Agency for Health Care Policy and Research, ResearchlAmerica 
marks its 10th anniversary this year and like the AHCPR, Re- 
searchlAmerica is committed to making sure that the full con- 
tinuum of research can sooner, rather than later, deliver on its 
promise of better health and quality of life. 

Without the AHCPR, the public benefits of research, in fact, may 
be needlessly delayed or never fully realized. J ust last week I testi- 
fied before the House Labor HHS subcommittee reaffirming the 
public's support of doubling our commitment to medical research 
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over 5 years. You can see our survey results from the last three 
rounds of surveying on the chart that is displayed. And it shows, 
among other things, that just in the last 9 months or so, public 
support for doubling our Nation's commitment to research has in- 
creased from 60 to 68 percent. And importantly, the percentage of 
people who have no opinion has been r^uced dramatically. 

Now today as I testify before your committee, I bring with me 
evidence of the public support for the work that is performed under 
the auspices of the AHCPR. In our most recent public opinion sur- 
vey, which we will show you now, we asked whether citizens value 
research which seeks to understand why there are differences in 
quality of care and outcomes for patients. As you can see here, 92 
percent, 9 in every 10 respondents said that they do indeed value 
this research. It is the AHCPR that champions this value on behalf 
of the public. 

We also regularly ask what concerns people have about research. 
At or near the top in survey after survey is the need for more infor- 
mation. Again, the AHCPR addresses this need. We have found 
that quality information is, in fact, essential as we advance re- 
search from the bench to the bedside through clinical trials. One 
of the top factors in the public's willingness to participate in clin- 
ical trials is their concern regarding the competence of the institu- 
tions and the people conducting the research. The AHCPR helps 
both practitioners and institutions evaluate and maintain their 
own competence and disseminates guidelines which help people 
make informed assessments about institutional and practitioner 
competence. 

The AHCPR's goals are the goals of all Americans concerned 
about health. In just 10 years, the AHCPR has charted, explored, 
and helped us all understand the new landscape of quality. It has 
done so with a very modest commitment of public funds, and the 
agency is one of this Nation's great bargains. For the expenditure 
of just Vioo of 1 percent of our Nation's health care costs, the 
AHCPR enhances quality measurement, improves outcomes for the 
elderly and chronically ill, strengthens the quality of children's 
health, expands clinical prevention services, furthers education on 
therapeutics, informs consumer decisionmaking, improves access, 
and champions cost savings. Remarkably, considering the limited 
budget of the agency, the AHCPR has had a substantial impact on 
every one of those items. 

By reauthorizing the AHCPR, you will be able to report to your 
constituents that you helped reduce the rates of surgery, provided 
for healthier babies, saved health care costs, and improved cov- 
erage. 

Your committee support of the AHCPR is greatly appreciated. 
With your continued commitment to the agency, America's greatest 
bargain will be something every authorizer, every appropriator, 
and every Member of Congress can take pride in supporting. 

Let me conclude with this thought: as more public dollars are 
spent on research as well as on health care, the public and its deci- 
sionmakers rightly demand more accountability. By helping the 
practice catch up to the science, as Dr. Eisenberg has said, the 
AHCPR in many ways epitomizes public accountability. It is help- 
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ing us all make smarter, more cost effective decisions about health 
care. Thank you, Mr. Chairman. 

[The prepared statement of Mary Woolley follows:] 

Prepared Statement of Mary Wooley, President, Research IAmerica 

Mr. Chairman and members of the Subcommittee, my name is Mary Wooiiey and 
I am President of Research IAmerica, a non-profit aiiiance of neariy 400 organiza- 
tions, industries, societies, institutions and individuais committed to making med- 
icai and heaith research a much higher nationai priority. Like the Agency for 
Heaith Care Poiicy and Research, Research IAmerica marks its 10-year anniversary 
this year. And iike the AHCPR, Research IAmerica is committed to making sure the 
full continuum of research can— sooner rather than later— deliver on its promise of 
better health and quality of life. Without the AHCPR these public benefits may be 
needlessly delayed or never fully realized. 

J ust last week I testified before the House Labor/HHS Subcommittee, reaffirming 
the public's support of doubling medical research, and in particular the budget of 
the National Institutes of Health, over five years. (Figure 1) Today I testify before 
your committee with evidence of the public's support for re-authorizing the work 
that is performed under the auspices of the AHCPR. The continuum of medical and 
health research extends from basic through clinical research. Health services re- 
search then closes the gap between what we know and what we do, by asking what 
works, what is most cost-effective, and what is the best way to ensure quality in 
health care delivery. Our nation leads the world in the conduct of basic, clinical and 
health services research; we must lead also in assuring that health care delivery is 
thoroughly grounded on our world class research. 

Research IAmerica has been commissioning public opinion surveys since 1992, ex- 
ploring attitudes toward medical and health research, researchers, and the agencies, 
institutions and industries that conduct research. We know that the public strongly 
supports research and is willing to pay for it. In our most recent survey we asked 
whether citizens value research which seeks to understand why there are dif- 
ferences in quality of care and outcomes for patients. Nine in every 10 said they 
perceive value in such research (Figure 2). The AHCPR champions this value. 

We also regularly ask what concerns (if any) people have about research. At or 
near the top in survey after survey is the need for more information. The AHCPR 
addresses this need. 

We have also found that quality information is essential when we advance re- 
search from the bench to the bedside through clinical trials. One of the top factors 
in the public's willingness to participate in clinical studies is concern regarding the 
competence of the institutions and people conducting the research. The AHCPR 
helps institutions evaluate and maintain their own competence, and provides guide- 
lines which help people make assessments about institutional competence. 

In other words, theAHCPR's goals are the goals of all Americans concerned about 
health. In just ten years the AHCPR has charted, explored and helped us all under- 
stand the new landscape of quality. It has done so with a very modest commitment 
of public funds. I ndeed, the agency is one of this nation's greatest bargains. 

For the expenditure of just Vioo of 1% of our nation's health care costs, the 
AHCPR enhances quality measurement, improves outcomes for the elderly and 
chronically ill, strengthens the quality of children's health, expands clinical preven- 
tive services, furthers education on therapeutics, informs consumer decision-making, 
improves access, and champions cost-savings. 

Remarkably, considering the limited budget of the agency, the AHCPR has had 
a substantial impact on every item I have listed. As this nation increases its com- 
mitment to NIH and CDC, a multi-fold increase for the AHCPR is warranted as 
well. And it all begins with the re-authorization decisions this committee will make 
on behalf of the American public. By re-authorizing the AHCPR, you will be able 
to report to your constituents that you helped reduce rates of surgery, provided for 
healthier babies, saved health care costs, and improved coverage. 

You and your colleagues are well aware of weekly polls conducted by the networks 
and papers that show health care remains a top public concern. Citizens often talk 
about quality of care, access to delivery and the importance of excellence in health 
care. No one is exempt from these concerns— especially when a friend or family 
member needs care. The AHCPR addresses these concerns on our behalf, bringing 
quality, access and excellence to health care in America. 

In summary, I reiterate that the AHCPR is a vital component of the medical and 
health research continuum. In survey after survey. Research lAmerica's polls affirm 
the public's recognition of both the economic and health benefits of the full con- 
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tinuum of research, including the research conducted under the auspices of the 
AHCPR. Moreover, the public is willing to pay more for research. 

Your committee's support of the AHCPR is greatly appreciated. With your contin- 
ued commitment to the agency, America's greatest bargain will be something every 
authorizer, every appropriator, every budgeteer, indeed every member of Congress 
can take pride in supporting. As more public dollars are spent on research as well 
as on health care, the public and its decision-makers rightly demand more account- 
ability. The AHCPR in many ways epitomizes public accountability by helping us 
all make smarter, more cost-effective decisions about health care— decisions for the 
individual, for institutions, and for all of us, via public policy. As the AHCPR enters 
a new decade on the edge of a new millennium, it enters with both the capability 
and intent to meet public demand for accountability even as it assists the nation 
to deliver on the promise of better health and well-being. 
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Mr. Bilirakis. Thank you. Mr. Kahn. 

STATEMENT OF CHARLES N. KAHN III 

Mr. Kahn. Thank you, Mr. Chairman. I am president of the 
Health Insurance Association of America. I appreciate the oppor- 
tunity to testify today about the AHCPR and the unique contribu- 
tion it makes to improving health care for Americans. I have per- 
sonal involvement in the development of AHCPR as minority 
health counsel to the Ways and Means Committee. I helped draft 
the authorizing legislation establishing AHCPR in 1989. 

By the 1990's, however, AHCPR became embroiled in controversy 
during the initial budget and appropriations process in the 104th 
Congress. The agency came under fire for its role in the Clinton ad- 
ministration's health care reform effort. 

Further questions were raised about the AHCPR's involvement 
in the development of medical guidelines. This situation was fueled 
by a particular physician group which felt that it had been treated 
unfairly in the establishment of certain medical guidelines. Eventu- 
ally, congressional concerns were allayed by a reorientation of the 
agency's role in medical guideline development and a significant 
education and outreach effort by the agency itself to inform Mem- 
bers of Congress on its activities. 

I n early 1998, I wrote an article for the policy journal Health Af- 
fairs which suggested criteria for determining whether or not fund- 
ing of AHCPR should continue. The criteria I recommended was, 
first, does the agency have an agenda that cannot be replicated by 
the private sector; second, does the AHCPR provide value added to 
help policy and medical decisionmaking uniquely attributable to its 
role as an independent public agency. I have attached a copy of the 
article to my testimony. 

Today, both as a contributor to the development of the agency 
and as a representative for a major sector of our private health 
care system, I can unequivocally say that the AHCPR is meeting 
these goals. It is fulfilling a purpose that no single private company 
association or foundation can assume. Put simply, the agency is 
making health care in this country work better. In my written tes- 
timony I have outlined examples of distinct AHCPR activities and 
products that support this assertion. 

I want to stress, however, that these are only illustrations and 
only barely scratch the surface. For example, since 1994 United 
Healthcare Center for Health Care Policy and Evaluation has used 
the AHCPR's clinical classification system to categorize administra- 
tive claims data for research purposes. As Dr. Eisenberg pointed 
out, the Consumer Assessment of Health Plans Survey is providing 
a tool to help Americans decide what health plan or insurer best 
meets their health care needs. It is being used by 90 million Ameri- 
cans, the Health Care Financing Administration is using it for 
Medicare and the Office of Personnel Management is using it for 
the FEHB program for the Federal employees. With AHCPR's as- 
sistance, Aetna U.S. Health Care has founded the Academic Medi- 
cine and Managed Care Forum, which is examining better ap- 
proaches to collaborations on health services research and its dis- 
semination. 
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Congress recently reauthorized AHCPR to establish centers for 
the education and research on therapeutics to fund research and 
education on the use of approved drugs, the prevention of adverse 
drug reactions, elimination of pharmaceutical errors and the appro- 
priate use of dosage of drugs for special groups. 

As these examples illustrate, the AHCPR plays a significant role 
in helping Americans covered by the private market and by public 
programs such as Medicare. It enables the building of evidence of 
what works and doesn't work in everyday medical practice, as well 
as helping the consumer navigate the health care system; and it 
helps use this evidence to create the knowledge to measure and im- 
prove the quality of care. 

It is important to point out that AHCPR is neither a regulator, 
a payer, nor a standard-setting body. It is at its core an evidence- 
based science agency that works collaboratively with both public 
and private sectors to develop tools and information that they need 
to improve health care and its delivery. 

In my view the agency meets the objectives it has set for itself 
as well as the goals that I offered in my health affairs article. 
HIAA is happy to assist this subcommittee in any way as you de- 
velop reauthorization legislation for AHCPR. HIAA supports the 
goals of the bipartisan AHCPR reauthorization legislation in the 
Senate. 

I n my written testimony I have included comments on that legis- 
lation that may be helpful to you as you move forward. Again, 
thank you, Mr. Chairman, for the opportunity to share my views 
on the work of the AHCPR. I would be happy to answer any ques- 
tions. 

[The prepared statement of Charles N. Kahn III follows:] 

Prepared Statement of Charles N. Kahn III, President, Health Insurance 
Association of America 


Introduction 

Mr. Chairman, members of the Committee, I am Charies N. Kahn III, President 
of theHeaith I nsurance Association of America. HIAA represents 269 member com- 
panies providing heaith, iong-term care, disabiiity income, and suppiementai insur- 
ance coverage to over 115 miiiion Americans. I am pieased to speak to you today 
about the important roie that the Agency for Heaith Care Poiicy and Research 
(AHCPR) piays in improving heaith care for miiiions of Americans. 

The Critical Role of AHCPR 

I have a iong history of personai invoivement with AHCPR. In the mid-1980s, 
when I worked on the staff of Senator David Durenberger, I heiped the Senator 
draft one of the eariy pieces of authorizing iegisiation on heaith outcomes research; 
that i^isiation was a precursor to the estabiishment of AHCPR. Later, I served as 
Minority Counsel to the Ways and Means Health Subcommittee where I worked for 
Bill Gradison, one of the original sponsors of legislation establishing AHCPR in 
1989. In that role, I contributed to the drafting the agency's authorizing legislation. 

While I served as Staff Director to the Ways and Means Subcommittee on Health 
in early 1998, I wrote an article that appeared in Health Affairs outlining the role 
of AHCPR and setting forth criteria for assessing its value. 

Through my service on Capitol Hill, I had become keenly aware of the agency's 
promise and the important role it had come to play in fostering, undertaking, and 
implementing health services research. By 1995, however, AHCPR became em- 
broiled in a series of controversies that threatened its existence. During the budget 
and appropriations process in the first session of the 104th Congress, the agency 
came under attack for its involvement in the Clinton administration's 1993-94 
health care reform effort. The House Budget Committee's report on the budget reso- 
lution for fiscal year 1996 stated: 'The agency is supposed to support research and 
information dissemination on health care services and technology, medical effective- 
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ness, and patient outcomes, but performed an advocacy role in the health care de- 
bate the past 2 years while its funding increased from $125 million in 1992 to $163 
million in 1994." Congressional opposition toAHCPR funding also was fomented by 
complaints by some practitioners, who saw themselves as losers under practice 
guidelines developed by the agency. 

More fundamentally, AHCPR's opponents questioned the need for the agency. 
Critics believed that whatever worthwhile functions the agency did perform could 
be replicated by other government agencies or in the private sector. 

Eventually, Congressional concerns were allayed by significant education and out- 
reach efforts, as well as a reorientation of the agency's role in medical guidelines 
development. In response to Congressional pressure, AHCPR sidestepped conflicts 
with medical specialty groups and other providers by redirecting medical guideline 
activities to the development of methodologies, promotion of guidelines use, and syn- 
thesis of the literature on treatments rather than actually establishing guidelines. 
In addition, the agency's senior staff and health services researchers spent a great 
deal of time discussing the unique role and contributions of the AHCPR with Con- 
gress. 

I n the Health Affairs article, I outlined two major objectives that the agency must 
meet to continue to fulfill its mission and, thereby, justify its existence. First, it 
must maintain an agenda that meets the nation's health policy and research needs 
in ways that cannot be replicated in the private sector. Second, it must continually 
demonstrate added value to health policy making and medical decision making 
uniquely attributable to its role as an independent public agency. 

Today, as a representative for one of the most important segments of the private 
health care industry, I can say unequivocally that AHCPR is, in fact, meeting these 
goals. It is fulfilling a purpose that no private company, association, or foundation 
could. The agency plays a unique and significant role in helping to make the private 
health care market work. Private markets are driven by informed consumers. As a 
partner with the private market, AHCPR is playing a leading role in developing in- 
formation and measures to help both employers and individual health care con- 
sumers better understand the value of what they are purchasing. And unlike other 
state and federal government agencies, AHCPR is neither a regulator nor a stand- 
ard-setting body. It is, at its core, an evidence-based science agency. It is not a pol- 
icy-maker, but informs policy makers in the public and private sector. The agency 
works collaboratively with both the public and private sectors to develop tools and 
information they need. 

In addition to providing tools to help consumers choose health plans and pro- 
viders, AHCPR plays a three-step role in developing and disseminating quality im- 
provement measures. First, it builds the evidence base for measurement through 
outcomes and effectiveness research. Second, it develops measures and works with 
other public or private researchers to develop measures. Third, and critically impor- 
tant, the agency helps disseminate these measures into real-world practice. 

Examples of Private Sector Collaboration with AHCPR 

TheHealth Insurance Association of America has first-hand knowledge of how the 
AHCPR can provide valuable information not only on health practices but on the 
financing and delivery of health care. In 1996 and 1997, AHCPR worked with HIAA 
to produce Choosing and Using a Health Plan, a booklet that explained managed 
care in clear, concise language, and that was made available in English and Span- 
ish. Development of the guide required skillful coordination among various constitu- 
encies in the world of health care. (Consumers, commercial insurers, various man- 
aged care plans, and providers all "vetted" the booklet.) This project is exactly the 
kind of low-cost, consumer-friendly publishing venture that AHCPR is extremely 
good at; we were proud to be the agency's private sector partner, and a number of 
our companies were happy to distribute the booklet to their policyholders. 

A number of individual health insurance companies who are members of HIAA 
also have worked collaboratively with AHCPR. 

For example. United Healthcare uses the Agency's Clinical Classification Software 
(CCS), which was developed as part of the Healthcare Cost and Utilization Project 
(HCUP), in its plans' medical management. United also has worked with Dr. Jose 
Escarceon two funded grants. One studied referrals from primary care to specialists 
in different types of managed care arrangements. The other involves study of the 
quality of care by eye specialists and patient outcomes in relation to the features 
of managed care contracts. 

Since 1994, United Healthcare's Center for Health Care Poli^ and Evaluation 
has used the AHCPR's clinical classification system to categorize administrative 
claims data for research purposes. The International Classification of Diseases (ICD) 
coding system, the health care claims classification system, consists of over 20,000 
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codes. The Center has used the AHCPR's clinical classification system to aggregate 
the claims of Medicaid and employer insured members, and to compare health sta- 
tus and health services utilization. This classification system has been integrated 
into risk adjustment models, and served as a baseline from which to compare other 
classification systems, risk adjustment applications, and episode groups. Ingenix, a 
part of United Health Care's Knowledge and Information business segment, pro- 
vides a software application to United's health plans which use the AHCPR clinical 
classification system to group claims for measuring the performance of delivery sys- 
tems and providers, and to profile populations and purchasers. 

The Consumer Assessment of Health Plans (CAHPS), one of the most widely used 
of AHCPR's products, is providing people with a tool to help them decide what 
health plan best meets their health care needs. The CAHPS will make information 
on the quality of health care available to 90 million Americans in 1999. According 
to AHCPR, it is being used by 20 States, 10 employer groups, a wide range of health 
plans, and at least one large employer. The Health Care Financing Administration 
(HCFA) has also used CAHPS to survey Medicare enrollees in managed care plans 
to assess their experiences. The Office of Personnel Management will use CAHPS 
to report consumer assessments of their health plans to federal employees. 

With AHCPR's assistance, Aetna U.S. Healthcare has founded the Academic Med- 
icine and Managed Care Forum, which is examining better approaches to collabo- 
rate on funding and dissemination of research. Aetna also has adopted guidelines 
developed by AHCPR for the treatment of low back pain in both its disease manage- 
ment program and its continuing medical education monograph for practitioners. In 
addition, Aetna uses AHCPR's evidence-based guidelines (e.g., cataract surgery) to 
help establish clinical policy. 

AHCPR also was instrumental in developing the National Guideline Clearing- 
house (NGC) in collaboration with the American Medical Association and theAmer- 
ican Association of Health Plans. The NCG, which went live on the Internet on De- 
cember 15, 1998, will serve as a comprehensive resource on evidence-based clinical 
practice guidelines. To date, it contains over 500 clinical practice guidelines sub- 
mitted by over 67 guideline developers. 

AHCPR has taken significant steps to close the gap between what we know about 
appropriate treatments and what we need to know to further improve care in the 
future. For example, despite the large number of studies and guidelines defining the 
management of heart attacks, many patients (often patients of vulnerable popu- 
lations) still receive sub-optimal care. AHCPR research found that elderly patients 
who received "beta blockers" (drugs used to lower the heart rate) following a heart 
attack were rehospitalized 22 percent less often than nonrecipients and the mor- 
tality rate was 43 percent lower. However, only 21 percent of eligible patients were 
using beta blockers. 

The National Committee for Quality Assurance (NCQA) used the findings of this 
study as the basis for changing the performance measurement for beta blocker use 
after heart failure to include patients over 75 years of age in the most recent version 
of the Health Plan Employer Data and Information Set or HEDIS 3.0 (a set of 
standardized performance measures designed to assure that purchasers and con- 
sumers have the information they need to reliably compare the performance of man- 
aged care plans). HEDIS 3.0 is being used by the Health Care Financing Adminis- 
tration to assess the quality of care provided by Medicare HMOs. It is also being 
used by a number of health plans in the private sector to improve outcomes for pa- 
tients with heart failure. 

One new role that the agency has been asked to take on by Congress highlights 
this. The Food and Drug Modernization Act of 1997 established Centers for Edu- 
cation and Research on Therapeutics (CERTS). These Centers will fund research 
and education on the use of approved drugs, the prevention of adverse drug reac- 
tions, elimination of pharmaceutical errors, and the appropriate use and dosage of 
specific drugs in special populations such as women, children, minorities, and the 
elderly. Too often patients are not aware of the dangerous side effects of misusing 
medication. For example, research has shown that the over prescribing of antibiotics 
can lead to resistance to an antibiotics therapeutic effects. Given the growing impor- 
tance of pharmaceutical treatments, and their growing costs, information developed 
through this AHCPR project will be critical to helping HIAA's members ensure that 
patients receive appropriate medications at a reasonable cost. 

Clearly, without the type of support from AHCPR outlined above, private health 
plans alone would have too few resources and too little capacity to produce these 
types of measures and evidence. 
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Analysis of AHCPR Rd'orm Legislation 

There have been several bills introduced and considered during the 106th Con- 
gress that would reform some aspects of AHCPR. Before concluding, I would like 
to briefly share HI AA's views on that legislation. 

Earlier this year, Senator Frist introduced bipartisan legislation (S. 580) to reau- 
thorize AHCPR. The legislation currently has 11 cosponsors, including Senator] af- 
fords (R-VT), Senator Kennedy (D-MA), Senator Mack (R-FL), and Senator Mikulski 
(D-MD). On March 17 and 18, the Senate Health Education Labor and Pension 
Committee marked up Patients' Bill of Rights Act legislation (S. 326) that contains 
a slightly modified version of S. 580. 

Generally, HIAA supports the goals embodied in the Senate legislation. S. 580 
would make a number of important modifications to AHCPR's statutory authority, 
clarifying its role as an evidence-based science agency and ensuring that it would 
continue to be a strong partner in improving the nation's health care system into 
the next century. For example, the legislation would expand the priority populations 
listed in the existing statute to encourage AHCPR to focus efforts on children and 
people with special health care needs, such as those with disabilities and those who 
need chronic care. 

In addition, the bill expressly prohibits the agency from mandating "national 
standards of clinical practice or quality healthcare standards." This would reinforce 
that the agency has no regulatory authority and that its role should be limited, ap- 
propriately, to building the science of quality and letting private and public sector 
purchasers actually set quality standards. The legislation also includes several 
measures to ensure that promising research findings are translated more rapidly 
into improvements in daily practice by promoting the use of Healthcare Improve- 
ment Research Centers, Provider-based Research Networks, and similar innovative 
mechanisms. 

To better help consumers measure, compare, and understand the health care op- 
tions available to them, the legislation would require the agency to expand current 
data measurement activities and to report annually on national trends in quality. 
This report would be comparable to the "leading economic indicators" that now in- 
form us about the health of our economy. Importantly, the legislation also would re- 
quire the AHCPR to consider differences between types of health plans, delivery sys- 
tems, and provider arrangements in developing data collection measures. As you 
know, Mr. Chairman, data collection and reporting standards that may be appro- 
priate in an HMO setting are not always appropriate for PPOs or other types of de- 
livery systems, and vice-versa. 

Conclusion 

Patients and health care practitioners need the best scientific evidence so they 
can make informed choices about treatment alternatives. Health plans, purchasers, 
and policymakers need to know the latest evidence on the most effective ways to 
organize, finance, and manage the delivery of health care. The pharmaceutical, bio- 
technology, disease management, and equipment and device industries need to know 
how to best focus their research investments and design new products. And we all 
need to know how to recognize and choose high quality health plans and practi- 
tioners. 

As I have outlined above, AHCPR plays a significant role in helping the private 
market, and public programs (such as Medicare) that rely on private health plans 
in two basic ways: it builds the evidence of what works and doesn't work in every- 
day practice: and it helps use this evidence to create the knowledge to measure and 
improve the quality of care. 

I strongly believe that the agency continues to meet the objectives it has set for 
itself and the goals I outlined in my Health Affairs article last year. I would be 
happy to answer any questions you may have at this time. 

Mr. Bilirakis. Thank you, very much, Chip. 

Dr. Mahan. 


STATEMENT OF CHARLES S. MAHAN 

Mr. Mahan. Thank you, Mr. Chairman. I am Dr. Charles Mahan. 
I am an obstetrician and dean of the College of Public Health at 
the University of South Florida in Tampa. 

I strongly support the reauthorization of AHCPR, and I would 
like to introduce two recent articles just from the last few weeks 
into my testimony. 
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Mr. Bilirakis. Without objection, those will be made a part of 
the record. 

[The articles are retained in subcommittee files.] 

Mr. Mahan. These show the importance of customer service on 
our ability to meet our Nation's health care goals. One is from Mas- 
sachusetts showing 40 percent of the women who have babies that 
died stopped going for health care because of communication prob- 
lems with their doctors; and another from Yale showing that our 
colleagues there have done some neat things for homeless veterans 
to figure out how to get them into health care by co-locating serv- 
ices. 

I have been practicing in health care for 35 years, and my main 
area of practice has been trying to get better access for women into 
the health care system. Fifteen years ago, Florida started getting 
concerned about its infant mortality. We were last in the Nation, 
and one of the big parts of that is that we were last in the Nation 
in getting women into care. 

We did the usual things for 5 years. We expanded the Medicaid 
program, hired more doctors and nurses at the health departments, 
and we were still last even though we were making slight improve- 
ments in infant mortality. At that time we did an extensive effort 
in all of our delivery hospitals around the State to interview 
women who had no prenatal care, expecting to find problems with 
these women. 

To our chagrin the women on the average each had tried five 
times to get into care, and the enemy was us. Then I went for a 
week at the Walt Disney Company to their customer service pro- 
gram. I was one of the first health care people to ever go to that 
program. The other folks there were from General Motors and 
Kodak and IBM, and we incorporated Disney's customer service 
program into our State public health program along with quality 
improvement programs, key outcome indicators, and goals. And we 
saw some amazing turnarounds in the way we provided care, and 
now Florida is in the top third of all States in getting women into 
health care. 

We certainly need to focus through AFICPR on national research 
and evaluation of why people are not using our health insurance 
programs in an appropriate manner. You can forget outreach, we 
found. You do not nera to go door to door to get people into care. 
If you improve services, both prevention and curative services, you 
build it that way, and they will come. And we have seen places 
that had 10 to 12 percent of women not getting care shrink away 
to less than 1 percent within 6 months after the word got around 
in the community that that place was okay. 

Dr. Eisenberg's definition of quality of care in his written testi- 
mony includes the words "in the right way for the right person." 
In the right way is a very important thing. Each person and each 
community has a different definition of what quality service is in 
health care, and it is heavily weighted by their perception of the 
kind of treatment that they got. Kind and considerate service is 
one of the most important parts of the attainment of good health, 
and that is what we are working on with the handouts and in co- 
operation with the Walt Disney Company and the National 
Perinatal Association. Thank you. 
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[The prepared statement of Charles S. Mahan follows:] 

Prepared Statement of Charles S. Mahan, Dean, College of Public Health, 
University of South Florida 

Over the past 15 years, Florida has made the most rapid improvements in infant 
mortality and child health of any large state. 

The most important step we took was to improve the accessibility by women and 
children to our caregivers. We were the worst in the nation in the number of women 
not receiving prenatal care. Since most of us blamed the women themselves for that, 
we decided to confirm our suspicions by extensive interviews of postpartum women 
who had no prenatal care. To our surprise and horror, we found that the enemy was 
us. The average woman had tried five times to access health services and had found 
enormous barriers to doing so. Barriers such as: 

• five stops to determine eligibility, often with no 

• transportation available; 

• six hour waits at the clinics: 

• unfriendly clerks and providers; 

• unavailability of appointments: 

• lack of translators, etc. 

Why is getting people into care important? Wouldn't we save a lot of money if peo- 
ple just didn't use prenatal care or well-child care services unless they were very 
ill? The answer is no— we save an enormous amount of money if women and chil- 
dren use preventive services. We save $3.00 for every dollar spent on prenatal care; 
we save $11.00 for every dollar spent on childhood immunizations and we save 
$16.00 for every dollar spent to help people space their pr^nancies and more if they 
previously had a low birthweight baby. So it is in America's best interest to make 
access to health services as easy and welcoming as possible. It's just good common 
sense and good business. The health industry, the largest industry in the U.S., is 
the last industry to begin to wake up to the idea that excellence in customer service 
is key to improving our health outcomes. 

Successful interventions: Using modern prevention marketing techniques (per- 
sonal interviews, focus groups, etc.) and training precepts from Disney's famous cus- 
tomer service program, we instituted a state-wide "Golden Rule" program for public 
health providers. "Our health department services should be so friendly and so good 
that any of us would select them as provider of first choice for ourselves and our 
families." Key outcome measurements were tagged to the Goals for the Year 2000 
and all counties were compared in their progress toward those goals. Shining exam- 
ples of success were Lee County (Ft. Myers) where the "no prenatal care" rate went 
from 10% to less than 1% in one year with the establishment of teams of nurse- 
midwives. Another has been Seminole County (near Orlando) where services are the 
best I've seen anywhere, public or private— 15 minute waits, maximum; all problems 
cared for at the same visit; and cheery, welcoming people and surroundings. While 
there are stellar examples of customer service by health care organizations— Moffitt 
Cancer Center and All Children's Hospital in Florida and The Mayo Clinic in Min- 
nesota— those are, sadly, not the industry norm. My argument is, if public health 
departments can bring their customer service quality up to that of the Mayo Clinic, 
considering the vast differences in funding, anybody can! 

Our college and The Chiles Center are joining with the Walt Disney Company, 
the National Perinatal Association, The National Public Health Leadership Develop- 
ment Network, the Department of Health and Human Services and private founda- 
tions and corporations to begin a national twenty year endeavor to improve access, 
quality and satisfaction in the U.S. health industry including public health. The pro- 
gram "Friendly Access" is outlined in your attachments. 

We strongly believe that this approach will remove the many existing impedi- 
ments to care for mothers and children of all walks of life and result in the estab- 
lishment of a real system of care for this group— something this country has never 
had. 

There is strong evidence that this approach works but, above all, it is the right 
thing to do. Thank you. 

Mr. Bilirakis. Thank you very much. Mr. Lindberg. 

STATEMENT OF BRIAN W. LINDBERG 

Mr. Lindberg. Good morning, Chairman Bilirakis and ranking 
minority member Brown and others on the panel. 
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The Coalition is a national membership organization of consumer 
groups committed to the goal of assuring and improving quality of 
health care for all Americans. Our work is guided by the empower- 
ment principles of consumer rights, protections, choices, informa- 
tion assistance and self-responsibility and by the strong belief that 
our Nation must make the necessary investments in the evaluative 
infrastructure that can measure the impact of our health care de- 
livery system on quality and the health status of Americans. 

With these core principles and beliefs as our compass, the coali- 
tion is delighted to comment on the reauthorization of the Agency 
for Health Care Policy and Research. Over a quarter century ago. 
Dr. J ohn Wennberg began his pioneering work documenting the 
variation in medical practice. Dr. Wennberg attributed variation to 
a high degree of medical uncertainty and the absence of clear sci- 
entific evidence demonstrating benefits to patients of various treat- 
ment interventions. 

Not enough has changed in the intervening years. We know 
shockingly little about the effectiveness of the services we are pay- 
ing for. The challenge ahead is to build the science of evidence- 
based medicine through a commitment to outcomes research. 

Mr. Chairman, this is not our only challenge ahead. The diffu- 
sion in integration of new knowledge to the actual practice of medi- 
cine is an equally complex task. M r. Chairman, where is the health 
care consumer in this equation? At present, most consumers have 
very little understanding of practice variation and how medical un- 
certainty can compromise effective medical decisionmaking. 

Consumers generally assume good technical care and the clinical 
competence of physicians. But consumers need to be exposed to un- 
biased information about their medical care options and the poten- 
tial outcomes for each option that are most relevant to them, in- 
cluding functional status, well being and quality of life. This infor- 
mation and this new dialog with health care consumers will pro- 
mote a concept long advocated by Dr. Wennberg, the concept of 
shared decisionmaking between consumer and clinician. 

Regarding the reauthorization of AHCPR, Mr. Chairman, today 
I want to request that this committee send a strong signal of your 
commitment to providing objective science-based information to pa- 
tients and clinicians by supporting reauthorization of AHCPR. The 
consumer coalition supports AHCPR as an independent, unbiased 
nonregulatory Federal agency committed to building the science of 
evidence- based medicine. 

Under the leadership of Dr. J ohn Eisenberg, AHCPR has moved 
forward in the rapidly evolving health care environment and has 
staked out critical, broadly supported roles in the areas of out- 
comes, research, technology assessment, quality measurement, and 
quality improvement activities. 

Consumers benefit directly from information created by AHCPR 
on the risks and benefits of various treatment options to support 
their health care decisionmaking. The availability of this informa- 
tion reinforces the central role of consumers in directing their own 
health care. 

Consumers also benefit indirectly from the research that AHCPR 
does to assist physicians and other health care providers in doing 
a better job of providing appropriate and high-quality care. 
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AHCPR's roles in conducting health services research, dissemi- 
nating that research and the findings and evaluating the use of the 
research in influencing practice behavior has a significant impact 
on improving the quality of patient care. 

I also commend AHCPR on its new focus or research priorities 
for the coming year. AHCPR has proposed to fund research in sev- 
eral areas about which the coalition cares deeply. We believe that 
one of the critical measures of any health care system is how well 
it serves the chronically ill and the elderly. AHCPR will study how 
various system characteristics affect health outcomes, access and 
quality of care provided to these vulnerable populations. 

In conclusion, I want to briefly address the issue of funding 
AHCPR. I believe that we need to pay closer attention to the direct 
and often immediate return on the investment that is made with 
funds provided to AHCPR. Their budget is simply not large enough 
to do all that could and should be done to improve the practice of 
medicine, improve the outcomes of treatment for patients and in- 
form practitioners and patients of the effectiveness of their options. 

Thank you again for including the coalition and our viewpoints 
in the hearing today, and I would be happy to answer any ques- 
tions that you have. 

[The prepared statement of Brian W. Lindberg follows:] 

Prepared Statement of Brian Lindberg, Executive Director, Consumer 
Coalition for Quality Health Care 


Introduction 

Good morning. Chairman Biiirakis, ranking minority member Representative 
Brown, and other members of the Subcommittee on Heaith and Environment of the 
House Committee on Commerce. My name is Brian Lindberg and I am Executive 
Director of the Consumer Coaiition for Quaiity Heaith Care. The Coaiition is a na- 
tionai membership organization of consumer groups committed to the goai of assur- 
ing and improving the quaiity of heaith care for aii Americans. The Coaiition is an 
active forum for consumer groups to come together to develop policy positions on 
issues related to consumer protection, quality assurance and informed consumer 
choice in the health care field. Our work is guided by the empowerment principles 
of consumer rights, protections, choices, information, assistance and self-responsi- 
bility and by the strong belief that our nation must make the necessary investments 
in an evaluative infrastructure that can measure the impact of our health care de- 
livery system on quality and the health status of all Americans. With these core 
principles and beliefs as our compass, the Coalition is delighted to comment on the 
reauthorization of the Agency for Health Care Policy and Research (AHCPR). 

The Challenge of Medical Uncertainty 

Over a quarter of a century ago. Dr. J ohn Wennberg began his pioneering work 
documenting wide variation in medical practice. Dr. Wennberg attributed variation 
to a high degree of medical uncertainty and the absence of clear scientific evidence 
demonstrating the benefits to patients of various treatment interventions. 

Little has changed in the intervening years. Medical care is America's largest in- 
dustry, consuming over a trillion dollars annually, yet we know shockingly little 
about effectiveness of the services we are paying for. The health care system con- 
tinues to pay for what has always been done and for new medical procedures and 
treatments without clear scientific evidence of the benefits for patients. The chal- 
lenge ahead is to build the science of evidence-based medicine through a commit- 
ment to outcomes research. Evidence-based medicine will lead to an investment in 
health care services having a measurable probab/7/ty, rather than an untested possi- 
bility, of improving health status. 

Mr. Chairman, this is not our only challenge ahead. Even if we are successful in 
developing the science of evidence-based medicine, the diffusion and integration of 
new knowledge into the actual practice of medicine is an equally complex task. It 
is difficult for providers, much less consumers, to keep up with the ever-changing 
knowledge base as medical research produces new understanding of health, illness, 
treatment, and outcomes. For example, recent and clear scientific evidence that the 
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administration of beta biockers after a heart attack wiii reduce mortaiity risk and 
reoccurrence rates has not significantiy changed the practice patterns of dinidans 
and iow beta biocker use rates. Buiiding the science of information transfer, quaiity 
improvement, and cognitive iearning, whiie aiigning economic incentives to encour- 
age best practices, must become a necessary compiement to our investment in out- 
comes research. 

Mr. Chairman, where is the heaith care consumer in this ^nation? At present, 
most consumers have very iittie understanding of practice variation and how med- 
icai uncertainty can compromise effective medicai decision-making. Consumers as- 
sume good technicai care and the dinicai competence of physicians. More often than 
not, they defer decision-making authority about their own heaith and medicai treat- 
ment to physicians who "Know best." Indeed, pubiic opinion surveys suggest that 
consumers do not even define quaiity of care in the context of appropriate diagnosis, 
treatment and achievement of the best outcomes. Good quaiity care to consumers 
means convenient access to care, choice of provider, heaith professionai inter- 
personai skiiis ("bedside manner") and iow out-of-pocket expenses. 

Mr. Chairman, it is time to expose consumers to medicine's hidden secrets: med- 
icai uncertainty, practice variation, and the iimitations of medicine. Medicine is not 
an exact science. Quaiity of care is not aii the same. Ciinicai performance of pians, 
providers, physicians is highiy variabie. Perfect outcomes cannot be guaranteed. 
There is a range of treatment modaiities for diagnosed iiinesses. Most importantiy, 
consumers need to be exposed to unbiased information about their medicai care op- 
tions and the potentiai outcomes for each option that are most relevant to them, 
including functional status, well-being, and quality of life. This information and this 
new dialogue with health care consumers will promote a concept long advocated by 
Dr. Wennberg— the concept of shared decision-making between consumer and clini- 
cian. 

Reauthorization ofAHCPR 

Mr. Chairman, today I want to request that this Committee send a strong signal 
of your commitment to providing objective science-based information to patients and 
clinicians by supporting reauthorization of AHCPR. The Consumer Coalition Sup- 
ports AHCPR as an independent, unbiased, non-regulatory federal agency com- 
mitted to building the science of evidence-based medicine. Under the leadership of 
Dr. J ohn Eisenberg, AHCPR has moved forward in the rapidly evolving health care 
environment and has staked out critical, broadly supported roles in the areas of out- 
comes research, technology assessment, quality measurement, and quality improve- 
ment activities. Consumers and patients benefit directly and indirectly from the 
work of AHCPR. We are, in the long run, AHCPR's most important customer. 

First, consumers benefit directly from information created by AHCPR on the risks 
and benefits of various treatment options to support their health care decision-mak- 
ing. The availability of this information reinforces the central role of consumers in 
directing their own health care. Another direct impact that AHCPR has had on con- 
sumers is its collaborative work on the Consumer Assessments of Health Plans Sur- 
vey (CAHPS) which has led to a widely accepted tool to provide consumers and oth- 
ers feedback from the patients themselves. An assessment tool like this is one of 
the necessary elements in the consumer information package that will eventually 
be available and enable more meaningful decision-making. 

Consumers will also reap the rewards of AHCPR in the area of preventive serv- 
ices. With new assessments of preventive services, consumers will get more appro- 
priate treatments, and may even find more preventive services covered in the future 
as a result ofAHCPR research. 

Second, consumers benefit indirectly from the research that AHCPR does to assist 
physicians and other health care providers in doing a better job of providing appro- 
priate and high quality of care. AHCPR's roles in conducting health services re- 
search, disseminating research findings, and evaluating the use of this research in 
influencing practice behavior has a significant impact on improving the quality of 
patient care. 

For example, the 12 Evidence-based Practice Centers that AHCPR supports pro- 
vides an appropriate role for the federal government in outcomes research. This re- 
search creates the information base necessary to develop practice guidelines and 
quality improvement protocols. AHCPR looks to those who are interested in devel- 
oping guidelines and assists their efforts with objective, scientific evaluation of the 
studies that have been conducted in terms of their design and validity. 

As a result, the patients of the future are ensured that good science has been used 
in the development of practice guidelines. Good guidelines ultimately lead to good 
care for more patients. The National Guideline Clearinghouse is a logical and much 
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needed apprcach to making clinical practice guidelines available to all those health 
care providers, clinicians, and consumers that could benefit from their use. 

AHCPR is not in the business of duplicating the work that the private sector has 
the ability and resources to do. In fact, AHCPR looks to find opportunities to supple- 
ment, build upon, and fill gaps with their research, often providing the only avail- 
able resources for a particular study. 

The Consumer Coalition is particularly interested in and supports the role of 
AHCPR in researching the impact of managed care on quality. The Coalition was 
created in 1993 in response to the health reform efforts that could have moved mil- 
lions of Americans into managed care delivery systems. That potential led us to de- 
velop views on what kinds of information consumers need in such systems and how 
health care delivery should be evaluated. We did not and do not oppose managed 
care. We believe that AHCPR is in an ideal position to improve the public debate 
about heath care delivery systems and their advantages and disadvantages by re- 
searching the areas of practice that are most likely to produce risks and benefits 
to consumers. This research must be broadly based and lead to a better under- 
standing of how delivery systems could be modified to best serve the consumer. 

AHCPR 's Fiscal Year 2000 Propcsals 

I would like to make a few brief comments on the ambitious and admirable plans 
that AHCPR has for the next fiscal year. To begin, I commend AHCPR for its focus 
on new research priorities. AHCPR has proposed to fund research in several areas 
about which the Coalition cares deeply. We believe that one of the critical measures 
of any heath care system is how well it serves the chronically ill and the elderly. 
AHCPR will study how various system characteristics affect the health outcomes, 
access, and quality of care provided to these vulnerable populations. 

Children are also a focal point of AHCPR's research effort in the future, including 
a study of the effectiveness of certain diagnostic and preventive interventions for 
children with chronic illnesses and disabilities. Research on women health, domestic 
violence, and improving outcomes for minorities are also priorities for 2000 and we 
commend these choices. 

Another identified priority for AHCPR is the creation and improvement of data- 
bases and tools to be used in monitoring health care systems and decision-making. 
For example, the Coalition supports the development of an early warning system 
to measure and track changes in quality, access, and cost. This will enable AHCPR 
to develop reports on the quality of care that consumers receive in terms of clinical 
quality, access, and patient satisfaction. 

Emergency care has been a hotly debated issue of late, and AHCPR will be able 
to track the impact of managed care policies on access to emergency care services. 
More objective information will influence the public policy discussions and inform 
consumers and providers of the practice patterns that exist. AHCPR will also track 
Medicaid beneficiaries' use of primary care services and their relationship to hos- 
pital stays. Research findings may indicate that increased use of primary care im- 
proves quality and saves dollars. We also support the use of research grants to de- 
velop and test quality measures and CAHPS in nursing homes and other facilities. 

Conclusion 

In conclusion, I want to address the issue of funding AHCPR. I understand that 
AHCPR has a budget that is approximately one percent of the budget of the Na- 
tional Institutes of Health (NIH). NIH does important work and I would not argue 
to reduce their funding. However, I believe that we need to pay closer attention to 
the direct and often immediate return on the investment that is made with funds 
provided to AHCPR. Their budget is simply not large enough to do all that could 
and should be done to improve the practice of medicine, improve the outcomes of 
treatment for patients, and inform practitioners and patients of the effectiveness of 
their care options. 

Again, I want to thank you for the opportunity to testify before this distinguished 
Committee. The Consumer Coalition believes that AHCPR plays an integral role in 
the health care system that would not otherwise be fulfilled. Their independent, ob- 
jective, and scientific approach to quality research has served both consumers and 
clinicians well. AHCPR's commitment to partnerships with stakeholders in the 
health care system and the fact that their products serve such a broad range of 
practitioners and health care organizations makes them an invaluable player in this 
field. 

Thank you and I would be pleased to answer any questions that you may have. 
Mr. Bilirakis. Thank you very much, Mr. Lindberg. 
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Let me go to Dr. Mahan. The advancements that Florida has 
made that you referred to in providing access to prenatal care for 
mothers is impressive, and I was very interested to hear your com- 
ment about "build them right and they will come." 

I know back in the days when our late Governor Chiles was up 
here in the Senate, I worked with him very closely on infant mor- 
tality because the statistics were just horrible, not just for Florida 
but for the entire United States. We came to the conclusion at that 
time that the resources were there, but we just had to find a way 
to get the mothers to the resources. We even talked about mobile 
facilities to go into the neighborhoods. So I am very pleased to hear 
you make that comment. But how would reauthorization of AFICPR 
help the University of South Florida? 

Mr. Mahan. Well, I think it would help us focus on the— obvi- 
ously we are pretty far along in our partnership with the Disn^ 
folks, and this is after 20 years of experimenting on my part in 
Minneapolis and North Florida and finding that it works very well 
to do it. But as health care providers, we are all pretty sure that 
we are doing the right thing, and it takes modern methods of pre- 
vention, marketing, focus groups, to go out into the community and 
talk to people that are not receiving care, and those are middle in- 
come and lower income people, to go back and convince practi- 
tioners in that community that we need to do a lot more to reach 
out to them. 

Mr. Bilirakis. Doctor, I believe we are going to reauthorize the 
agency, but if it were not reauthorized, would that hurt your ef- 
forts? 

Mr. Mahan. I think so. We have worked with Dr. Simpson from 
the agency for years. She has been down to the college. We have 
talked about improvements in access issues, and it certainly 
would— we would hope that they would be our partners in this ef- 
fort nationally, which we consider to be a 10- to 20-year national 
program, fincfing what works and getting people to use the health 
insurance that we are offering. 

Mr. Bilirakis. So you consider them an integral part of what you 
are trying to do? 

Mr. Mahan. Absolutely. 

Mr. Bilirakis. Let me throw this out without requiring an an- 
swer at this point. We are governed up here by CBO. A piece of 
legislation like this, they score it. And of course they always take 
into consideration the money going out and never really take into 
consideration the money that might come in. 

So I would ask you to furnish in writing to us how you determine 
the savings. We know that there are going to be savings over the 
long haul, but how do you determine the savings achieved from 
services that your center provides, the pregnancy counseling, et 
cetera? If you can do that, that can be an awful lot of help to us 
in scoring, which is tough to try to overcome. 

Mr. Mahan. Absolutely. With mothers and children, it is easy to 
measure those savings. 

Mr. Bilirakis. It would be great to get that information. 

Mr. Kahn, you expressed in your testimony the difficulty an 
agency like this can run into if it delves into health policy and gets 
into the business of standard setting. Is there anything more that 
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we as a Congress should do to help to shield the agency from such 
criticism in the future? We are talking about reauthorizing legisla- 
tion. 

Mr. Kahn. I think the agency has done yeoman's work in terms 
of fine-tuning its mission, and I think the reauthorization language 
on the Senate side or comparable reauthorization language is— 
would set it on the right path for the future. 

I guess I would like to stress two points: one, the work in health 
policy up here can really not be done without the medical expendi- 
ture survey work that is done by AHCPR. No one else has that 
data. 

Mr. Bilirakis. No one else private or public? 

Mr. Kahn. That is correct. And the budget office could not do 
some of the estimates without that data. So that is a critical role. 

Second, I believe that— and it is easy for me to say, but I believe 
the agency ought to get the higher authorization level, and as high 
an authorization level as you can see your way clear to because ba- 
sically they now have a queue, and that queue has in it possible 
benefits to patients and conditions that can be reviewed and stud- 
ied and health systems questions regarding the uninsured and oth- 
ers, and that queue is pretty full and it almost is down to— and I 
think they do a careful job of triaging that queue— it comes down 
to dollars. And the more dollars they have, the more conditions 
they can look at and the more critical questions they can ask in 
terms of health systems delivery. 

So I guess what I would ask you to do is to search through your 
set of priorities and see how far you can go. But I think a healthy 
reauthorization level for a number of years is very important. 

Mr. Bilirakis. Thank you so much. Mr. Brown. 

Mr. Brown. Thank you, Mr. Chairman. Mr. Lindberg, I had 
asked Mr. Eisenberg about endocrine disrupters and estrogenic 
substances. Sort of playing off the question and his very good an- 
swer, how do we encourage and stimulate more research and physi- 
cian education and patient knowledge about the whole issue of syn- 
thetic chemicals and mimicking hormones and what that does to 
the next generation or two? 

When you look back at our society 50 years when we looked at 
toxic chemicals, we figured if they did not kill somebody or cause 
illness right away that they were more or less safe, and then we 
studied chemicals for cancer; and that is what we have done over 
the last 2 or 3 or 4 decades. And only now people are beginning 
to understand more both in laboratory studies and in animal stud- 
ies, and with human beings, what they might do in the future. 

Where does that fit in for government research? He mentioned 
NIH, and we both mentioned NIH and also AHCPR. How does that 
fit in for you in your mind? 

Mr. Lindberg. First let me comment on the funding issue. We 
did some quick numbers, and it appears that AHCPR's budget is 
like about 1 percent of what NIH's budget is. From the consumer 
viewpoint, we just do not think that is enough. 

The kinds of information that consumers are beginning to de- 
mand are exactly the kinds of information that AHCPR is devel- 
oping and providing both to practitioners and to consumers. We 
have a major— to try and address your specific question a little 
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more precisely— we have a very difficult role ahead of us in getting 
consumers ready to understand the information that is being devel- 
op^. 

I would argue practitioners are not even in tune with a lot of the 
most recent up-to-date outcomes research that is being done. There 
is certainly a role in the different health care systems to bring 
practitioners up to snuff. The Consumer Coalition has been work- 
ing to develop ways to train consumer advocates and consumers 
about report cards and the options that they will have, but we have 
a long way to go. If we don't keep funding this kind of information 
development and synthesis and dissemination, both among con- 
sumers and practitioners, we will reach a point down the road 
where we will actually have consumers who are demanding a lot 
more than is available. And that is why I think, even though a lot 
of consumers may not be able to pull some of the reports off the 
shelf from the 12 centers and understand where they are in terms 
of their health care decisionmaking, we will reach a point where 
the work done will be widely used by millions of consumers in their 
decisionmaking and, of course, in the give and take that they have 
with their physicians and health plans about their treatment regi- 
men. 

Mr. Brown. I yield back. 

Mr. Bilirakis. I thank the gentleman. Mr. Deal. 

Mr. Deal. Thank you, Mr. Chairman. I have listened and read 
the summaries of what the agency does, and I want to play the 
devil's advocate. As I have listened to what you say the functions 
really are and read those, by and large it is a public dissemination 
agency. I want to ask you if we could not better spend the $200 
million annually to educate physicians or to put it into pure re- 
search through NIH. All of this public information dissemination is 
in a context that presumes that the private market and the free 
enterprise system won't work. We have underwriting laboratories 
that do the same kind of testing in some degree with products. We 
have the so-called Good Housekeeping Seal of Approval that every- 
one wants for their product in order to sell it. We have consumer 
reports that do an analysis of things that are available. 

Why should the government in this one area have the responsi- 
bility of being that public information filter. Why is the private sec- 
tor not able to do it? 

Second, in your written testimony, Mr. Lindberg, you said part 
of the function here is to reveal medicine's hidden secrets, medical 
uncertainty, practice variations and the limitations of medicine. 
That does not make a hill of beans difference if there is nothing 
available to you. The information of dissemination presumes that 
the consumer has a choice. 

In parts of my district, the consumer has no choice. There are 
few doctors in rural areas. If there are doctors, it is very difficult 
to get an appointment with them. So my real question is what dif- 
ference does it make that you are well inform^ about various op- 
tions that are out there if you don't have a doctor who can provide 
the service? As I said, it is a question posed as the devil's advocate, 
but I think it is one worth asking. We are a Nation of limited re- 
sources. We are a government of limited resources. Why couldn't 
we simply train physicians with $200 million a year? 
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Mr. Kahn. First, I think it is important to point out that the 
agency develops the means of analyzing various types of treat- 
ments for conditions, and that is a different function than what 
NIH generally does, which is to deal with the hard science, sort of 
the underlying factors that lead to various kinds of physical ail- 
ments and occurrences. And I guess I would argue that the culture 
at NIH is different than what we need in this kind of agency. So 
this agency is justified, in a sense, to be separate from NIH. 

Mr. Deal. Why could that function not be fulfilled by the medical 
schools and by the specialties within the medical community that 
has as part of their purpose to disseminate that kind of informa- 
tion? 

Mr. Kahn. It is actually the collection of data and doing research 
on whether it is various kinds of treatments for heart ailments or 
other treatments, so it is more than just dissemination. An exam- 
ple, many years ago I worked for Senator Quayle in the Senate and 
he developed legislation. And at that point— this was in the early 
eighties, the buzz word was technology assessment; it wasn't out- 
comes research. But in those days he developed legislation, and it 
was passed that set up or tried to set up in the National Academy 
of Sciences a clearinghouse for information about technology as- 
sessment. I n a sense, that was just going to be dissemination. 

The legislation was designed to bring together the medical com- 
munity and the various user communities, whether insurance or 
others, and it didn't work. It really was an attempt to have a little 
Federal seed money, but basically to have a private sector clearing- 
house on technology assessment. And it didn't work, I think, be- 
cause there wasn't strong leadership. There wasn't— and there also 
wasn't the one thing that you have in an agency like this, which 
is a clear mission and sort of the assurance of an ongoing activity, 
an ongoing line of funding at a sufficient level to do things like 
drawing the right people together and setting an agenda on which 
conditions ought to be looked at first. 

And so I guess my argument would be that in some small ways 
some of the things that you are describing have been tried and 
have failed. 

Second, on any given day I am not going to argue that a founda- 
tion, j ohnson Foundation or others, will not come in and fund X 
activity, but it is very difficult to get that ongoing year in year out 
that you are going to get from this kind of agency. I guess that 
would be my answer to you. 

Mr. Lindberg. Mr. Chairman, may I comment on it as well? 

Mr. Bil IRAKIS. If you do it briefly. 

Mr. Lindberg. First I would like to argue that there is a public 
health responsibility that the Federal Government has here. 

I believe we need to assure that the best care is being provided, 
that the research that directs that care has been validated. So we 
can't just assume in this case, I don't believe, that the private sec- 
tor will do that. 

With regard to the rural setting, I think most of us are very sym- 
pathetic to that, the issue of getting more physicians and other 
health care providers into those settings, and that that should be 
done and there should be efforts to do that. But even the physician 
in the rural area that you have a hard time getting into see, I 
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would argue he may or she may be even more likely not to have 
all of the cutting edge tools at his or her disposal. And, therefore, 
the work of an AHCPR which would help provide the research that 
would lead to guideline development by a professional society, for 
example, that that physician uses is still benefiting that commu- 
nity because if an individual patient goes in there and gets the 
wrong treatment, it may be just as bad or worse than not getting 
any treatment at all. 

Mr. Deal. I would rather see a doctor who may not have the lat- 
est technology than not to be able to see a doctor at all, and some- 
times that is the choice. 

Mr. Bilirakis. Ms. E shoo to inquire. 

Ms. Eshoo. Thank you for having this hearing in anticipation of 
the bill you introduced with Sherrod Brown to reauthorize the 
AHCPR. And thank you to the panelists. I was up at the rules com- 
mittee and I missed the first panel. 

Is there anything that you think needs to be dropped from the 
mission in the drafting of the bill or added to the mission of the 
AHCPR to improve upon these extraordinary things that each one 
of you have touched on here? So that is just my first question to 
each one of you. 

My second question I want to direct to Dr. Mahan. 

Mr. Lindberg. I will take a quick shot at it. We concur with the 
mission— and I can't recall the specific language in the mission 
that relates to outside input, but I would always promote a defined 
external role for consumer and consumer advocate input into the 
process. 

Dr. Eisenberg talked about bringing people in and talking about 
what their needs are, and he has done that with consumers, and 
I promote to the extent necessary making that a statutory require- 
ment because I think it is critically important, and he agrees. 

Mr. Kahn. I think over the 10 years the mission has been honed. 
And the agency is basically now a facilitator as well as an agency 
that funds and sponsors research and then disseminates results. So 
I think the agency is on target and it is just time to reaffirm what 
we have learned over the last 10 years. 

Ms. Woolley. It is consistent with the kind of public opinion 
polling and focus group testing that we conduct that the agency— 
that anywhere and everywhere it can be emphasized that the agen- 
cy is interested in evidence- based delivery of health care. That re- 
search is driving it, that would fit very well into the public's expec- 
tations and their hopes for the future of health care. 

Ms. Eshoo. Reliable information for reliable care, right? 

Ms. Woolley. Yes. 

Ms. Eshoo. Doctor, you gave superb testimony, and I am moved 
by what you said. I always get excited to hear from the best suc- 
cesses. You offered a great deal to us. I don't know if there might 
be another setting at some point, Mr. Chairman, with our sub- 
committee, to explore some of the things that you experienced, 
about some of the things that you integrated when you went to Dis- 
ney. I am very interested in what you said. 

I want to pay tribute to our Chairman in the work that he did 
to erase those horrible numbers in terms of infant mortality. That 
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is really one of the great measures, yardsticks of how a society is 
measured. And I salute you for the work that you have done. 

Can you give us an example of how the AHCPR— define the 
nexus between the work that you have done and the outcomes that 
are experienced and relate them back to what the agency has— how 
the agency has assisted you in that effort? 

Mr. Mahan. Yes. I think it falls in the category of the quality im- 
provement that Dr. Eisenberg pointed out. I think it is very impor- 
tant, as I said, when you talk to any of us of any income level or 
education level about quality and health care, a lot of what we add 
on to that is how we were treated. 

I think that the agency can certainly add that in as a measure 
of quality. It is tricky. I mean, asking people right after they have 
seen a doctor. Were you satisfied with your care? Well, they have 
already been there and most of the time they are satisfied. The 
trouble is that we are asking the people already going for care. 
What we need to do is get out to the folks that are using emer- 
gency rooms as their main source of care and say why are you 
doing this. Then we find out that there is a whole other shadowy 
part that we need to research as part of quality and access. 

Ms. Eshoo. I appreciate what you've said, and I salute each one 
of you for your work. I for one am very glad that the agency was 
not eliminated in 1995, and I think each one of you have very 
unique perspectives, and there seems to be resounding applause for 
what the agency does and what its mission is. 

Mr. Chairman, I look forward to your bill and our ranking mem- 
ber's bill for reauthorization because I think this is an agency that 
is serving the Nation very, very well. 

Mr. Bilirakis. I thank the gentlelady. And obviously, the testi- 
mony that we have heard today is going to be a helpful factor in 
that regard. 

I might add that we are going to be visiting the Nl H in June and 
also the CDC in Atlanta. We may be able to go see the healthy 
mothers and babies operation in the Tampa, Florida area. We will 
work on something like that. 

We have talked a lot about research. We have talked about bio- 
medical research and of course this research that the agency does 
which ties in, obviously. I think that most of us, if not all of us, 
are committed to doubling, certainly increasing, the research fund- 
ing over the next few years. The BRAVO Act is something that we 
hope will help supplement that funding. 

So we would need you all to help us out in that regard in getting 
the cosponsors that it will take. 

Chip, Ways and Means has been the problem insofar as the 
BRAVO Act is concerned. 

Mr. Kahn. I don't work there any more. 

Mr. Bilirakis. But you still have some influence there. Your face 
is red, and it should be. 

Anything further, Mr. Brown? 

Mr. Brown. No. 

Mr. Bilirakis. That being the case, you have been an awful lot 
of help, and we really appreciate your taking the time to be here. 

[Whereupon, at 11:45 a.m., the subcommittee was adjourned.] 

[Additional material submitted for the record follows:] 
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Prepared Statement of The Association of American Medical Colleges 

The Association of American Medicai Coiieges (AAMC) strongiy supports the reau- 
thorization of the Agency for Heaith Care Poi icy and Research (AH CPR). The AAMC 
represents the nation’s 125 accredited medicai schoois, some 400 major teaching 
hospitais and heaith systems, 86 professionai and scientific societies representing 
87,000 facuity members, and the nation's medicai students and residents. 

Compiementing the medicai research conducted at the Nationai Institutes of 
Health, AHCPR sponsors health services research designed to improve the quality 
of health care, decrease health care costs and provide access to essential health care 
services in a rapidly changing market. In addition, the agency has made a major 
commitment to the advancement of evidence-based medicine. 

As the lead federal agency to improve health care quality, AHCPR’s overall mis- 
sion is to support research and disseminate information that improves the delivery 
of health care by identifying evidence-based medical practices and procedures. 
AHCPR supports a number of research initiatives designed to enhance consumer 
and clinical decision making, provide improved health care services, and promote ef- 
ficiency in the organization of public and private systems of health care delivery. 
To build an evidence base for clinical practice, AHCPR funds twelve Evidence-based 
Practice Centers to review relevant literature about selected topics and publish evi- 
dence reports summarizing such information. In an effort to improve medical out- 
comes, AHCPR supports studies to evaluate the effectiveness of treatment strategies 
for many of the country's most prevalent and costly diseases. 

The AAMC firmly believes in the value of health services research as this nation 
continues to strive to provide high-quality, efficient, and cost-effective health care 
to all of its citizens. Consequently, we believe that the agency's budget should be 
increased substantially to accomplish this critical mission. 

In conclusion, the AAMC emphasizes the essential linkage between robust sup- 
port of health services research and support for medical research to ensure that the 
benefits of basic and clinical medical research will flow to all Americans. We appre- 
ciate the attention the Subcommittee on Health has given to the agency at the April 
29 reauthorization hearing and look forward to working with the Subcommittee as 
the reauthorization legislation moves through Congress. 


Prepared Statement of American Academy of Family Physicians 

The 88,000 member American Academy of Family Physicians would like to submit 
this statement for the record on an issue of critical importance to our organization: 
the need for strong support for primary care research at the Agency for Health Care 
Policy and Research (AHCPR). We look forward to working with you as the Com- 
mittee reauthorizes this agency. 

Support for the Agency for Health Care Policy and Research 

The Academy is a long-time advocate of the Agency for Health Care Policy and 
Research. The AAFP supported AHCPR's establishment and, in particular, the 
agency's statutory authority to support clinical practice research, including primary 
care and practice-oriented research. In fact, the 1992 Senate Report 102-426 accom- 
panying P.L. 102-410, which reauthorized AHCPR, states that the Agency should 
strengthen its commitment to family practice and primary care research. The report 
asserts that, 

'The committee believes that inadequate attention has been given to conditions 
that affect the vast majority of Americans— that is, the undifferentiated prob- 
lems individuals present to their generalist physicians. A focus on family 
practi cel/primary care research is essential if we are to redirect the US health 
care system that is currently skewed toward high technology medicine for cata- 
strophic diseases. 

The Center for Primary Care Research at AHCPR, whose mandate is to support 
research in primary care, is the centerpiece of the agency's work in this area. It is 
the only federal agency with this charge. 

Need for Primary Care Research 

American medicine is praised worldwide for its excellence in biomedical research. 
While in the past we have invested heavily in new technologies, drugs and proce- 
dures, they are increasingly being viewed as very costly advances for increasingly 
modest gains. We have also seen overutilization of expensive interventions and 
learned that all new developments have both benefits and harms. Part of primary 
care research is determining the appropriate way to use the knowledge that has 
been developed in a manner that helps improve quality and meets patient needs. 
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It is not enough to develop new treatments: we must also ensure that they can be 
implemented and actually result in improved patient outcomes. 

In addition, the medical community has often been unable to translate break- 
throughs in new technologies, drugs and procedures to practical treatments that be- 
came readily available to the population at large. This is in part because what may 
appear to be promising in the laboratory or in highly controlled clinical trials under- 
taken in university centers may not be practical when attempted in the real world, 
or may work differently in different settings or with different population groups. 

While most medical care is provided in the outpatient setting, ambulatory medi- 
cine is the least researched mode of patient care. Over 95 percent of all medical con- 
ditions have been evaluated and treated outside of hospitals over the last 30 years. 
Nevertheless, physicians today are educated and trained using research information 
that has largely been derived from hospitalized patients, or patients with conditions 
in an advancecf state. 

Consequently, the formal knowledge base used by physicians is derived prin- 
cipally from the impatient treatment of those who have selected serious health con- 
ditions. Primary care physicians whose principal responsibility is to diagnose and 
treat such conditions before they require inpatient care all too often must proceed 
without anywhere near the level of research-based assurance that their sub- 
specialist colleagues can utilize. Indeed, American health care is increasingly biased 
toward institutions and systems that use highly technological methods to treat cata- 
strophic and end-stage disease. 

This bias is evident in the dramatic difference in funding for FY 1999 for the Na- 
tional Institutes of Flealth (NIFI). The NIFI currently receives $15.6 billion and, by 
contrast, funding for the AFICPR is $171 million, slightly over one percent of the 
nation’s biomedical research budget. 

According to the 1996 Institute of Medicine (lOM) report on primary care. Pri- 
mary Care America's Health in a New Era, federal investments in primary care re- 
search today total between $15 and $20 million annually. The lOM report rec- 
ommended an immediate fourfold increase in primary care research. We believe that 
U.S. research facilities must complement their understanding of high-tech research 
with a similar dedication to applying state of the art medicine to understanding pri- 
mary care. We need to rebalance the research investment to meet today's health 
care needs. 

Primary Care Research Agenda 

It is essential that increased funding for primary care research needs to be guided 
by a clear agenda. This agenda should include a number of components, including 
research to determine the origin of disease and the loss of health, and research to 
improve diagnostic accuracy, appropriate treatment, the physician-patient relation- 
ship, health care delivery, and patient satisfaction. It must also include investments 
in the necessary infrastructure for primary care research, such as training pro- 
grams. This agenda is described further in the widely distributed AFICPR report. 
Putting Research into Practice Report of the Task Force on Building Capacity in Pri- 
mary Care, 1993 

Regarding improved diagnostic accuracy, we know that most individuals present 
their physicians with a cluster of ill-defined symptoms. It is the responsibility of the 
family physician to make sense out of these symptoms and determine whether they 
constitute a short-term problem or one requiring ongoing or intensive treatment. 
Primary care research would assist physicians in streamlining the diagnostic proc- 
ess and increasing accuracy of diagnoses. 

A primary care research agenda would include a significant emphasis on treat- 
ment plans, especially for problems with the poorest prognoses. As family practice 
and the new health system seek to adopt evidence-based approaches to clinical care, 
we frequently find that the research has not been completed that answers these key 
questions. The development of outcomes-based clinical policies and of evidence-based 
quality measures has been thwarted by the lack of appropriate research. In the ab- 
sence of such studies, "expert" opinion and experiential decision-making has been 
used to develop treatment plans. Primary care research can clarify appropriate 
treatment plans, as well as reduce the potential for use of expensive, unnecessary 
or potentially dangerous medical tests. 

Because of the paucity of research in this area, the Academy strongly supports 
the Evidence-based Practice Centers (EPCs) funded by the AFICPR. The purpose of 
the centers is to review the science around a number of specific topics and use this 
information to develop reports on effective treatment in the practice setting. These 
reports will be practical tools for practicing clinicians and health care systems. 
These analyses will also be extremely useful in helping specialty societies develop 
clinical guidelines and quality measures. According to J ohn M. Eisenberg, MD, 
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AHCPR Administrator, 'These state-of-the-science reports and technology assess- 
ments, once distributed, will help reduce inappropriate variations in medical care 
and improve the overall quality of the health care system." 

Quality Issues 

The growing interest in primary care research is integrally related to the recent 
attention to measuring the quality of health care. The changing shape of American 
health care, with its movement away from fee-for-service medicine to a variety of 
managed care systems, has both exacerbated concerns about quality and made pri- 
mary care research more relevant. More generally, physicians, health plans and re- 
searchers are still seeking answers to the questions, "What defines health care qual- 
ity? What are the best health care outcomes? How do we measure quality?" 

In a May, 1997, article in they ournal of Family Practice, Primary Care Research: 
Current Challenges, Future Needs, the author states: ^ 'This change has sparked in- 
creasing interest among managed care organizations in knowing how to provide pri- 
mary care services in the most efficient and effective manner. . .At the same time, 
widespread efforts by managed care companies to reduce the cost of health care 
services have created public concern that quality of care is being jeopardized." The 
resulting desire by MCOs to provide quality, effective care to their members relies 
heavily on the answers provided by primary care research. 

The Academy is strongly committed to health care quality improvement and be- 
lieves that primary care research is an important basis of efforts to improve health 
care quality. In fact, the AAFP's Ad Hoc Committee on Quality Assessment and Im- 
provement recommended recently that AAFP partner with other researchers, for ex- 
ample, at AHCPR, to study the efficacy of quality improvement programs. This 
project would include determining effective ways to change physician behavior or 
patient behavior, guideline compliance, effectiveness of quality measurement and 
improvement programs, and developing a plan to influence researchers to study the 
areas determined to be important. 

Examples of Primary Care Research Needs 

The following two examples illustrate the types of questions that could be an- 
swered by primary care research. 

Family physicians see patients every day in their practices who suffer from mul- 
tiple diseases. An example of this comorbidity is the patient with diabetes, hyper- 
tension, depression, low back pain and heart disease. However, traditional, disease- 
specific treatment is not useful in this situation; treatment for one disease may ex- 
acerbate the other conditions. Primary care research is needed to provide informa- 
tion to physicians on the most effective treatment plans for patients with numerous, 
serious conditions. 

A second example of a question to be potentially explored by primary care re- 
search involves the 20 million Americans who suffer from headaches. While head- 
aches afflict millions of individuals, the primary care physician has little informa- 
tion on how to identify the few who suffer from life-threatening illness. Research 
is needed on differentiating the common headache from one with serious implica- 
tions. 

AAFP Research Initiative in F amiiy Practice Research 

In September, 1997, the Academy announced a major, new initiative, committing 
nearly $8 million to a multi-year program to stimulate the infrastructure to conduct 
family practice research. Not only was this a culmination of long-standing concern 
about the underfunding of research in primary care, but an indication to the field 
that this research was simply too important to wait. The size of the commitment 
underscores the Academy's real concern that primary care research is a critical 
piece of the nation's research agenda. 

The AAFP initiative includes five components to address the need to enhance fam- 
ily practice research: partial support of research centers; funding to increase the 
pool of quality family practice research in the form of advanced research training 
opportunities; funding for support of practice-based research networks; development 
of partnerships with managed care organizations to jointly fund research and/or re- 
search related projects and advocacy. We would also like to work with AHCPR on 
a national research conference. It is our hope that this initiative will encourage 
much more significant efforts at the federal level to support primary care research 
and will complement these efforts, as well. 


^Lanier, D. and Clancy, C. Primary Care Research: Current Challenges, Future Needs. J ournal 
of Family PracticeMay 1997; Vd. 44; 434-43 8. 
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Conclusion 

The need for an increased emphasis on primary care research is acute. Both indi- 
viduai physicians and the heaith care system wiii benefit greatiy from science-based, 
quaiity information about what works in the dinicai practice setting. We iook for- 
ward to working with you and the Agency for Heaith Care Policy and Research to 
enhance and stimulate work in this area. 

o 



